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This timely message in 
behalf of the medical pro- 
fession will appear 
this month, in full 
color, in LIFE and 
other leading 
national maga- 
zines read by 
more than 
twenty-three 
million 


people. 


Copyright, 1946, Parke, Davis & Co. 


Your 


This is the 199th advertisement 
in the Parke-Davis series on 
the importance of prompt and 
proper medical care. 


oF 94s Dervis Mon a 
core, 


Il 
\ 
| 
| 
Some thi 
423 then , vip ion 
Sher, of : 
‘Cine, 
Preserjp d 
PARKE Day 
: Is &C 
Rese. 
a4 


November, 1946 ADVERTISEMENTS 


A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 
ao facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


For 1947 


THE PHYSICIAN’S DAILY RECORD is a 
efficiently planned financial record and day- 
book for the modern medica! office. 

It summarizes expenses and income, day by 
day and month by month, providing at the 
end of the year a complete picture of the an- 
nal business. 

When filed away your “Daily Record” be- 
comes a permanent record of past business— 
a record which may be quickly referred to at 


any time in the future. 

You will especially like the new SEWN 
binding. It provides a flat opening feature 
which you will appreciate every time you use 


the book. 
Why not use the “Physicians’ Daily Record” 


in the coming year? 
ORDER NOW—Shipment will be made later 


Single Book: One daily page for each day. 
Price $6.00 


Double Book: Two daily pages for each day. 
Price $12.00 


WINCHESTER 


“CAROLINA'S HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
106 East 7th Street Charlotte, N. C. 111 North Greene Street Greensboro, N. C. 
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A Accurately Standardized 
Clinically Tested 
Council-Accepted 


N Tablets of 1 Cat Unit in bottles of 
30 and 100 


Literature and samples gladly sent 
on request 


DIGITALIS “Haskell” 
Virginia Grown 
N 


CHARLES C. HASKELL & CO, Inc. 


RICHMOND, VIRGINIA A 
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BY 
binding 


the wounds after 
Modern surgical care recognizes ‘that it takes more than gauze 
and adhesive to “bind the wounds” of the operative case. It has 


ell been demonstrated that the prevention and treatment of nutri- 
tional deficiencies may be “decisive factors” in recovery following 
surgery.'In the field of oral and parenteral vitamins, Upjohn offers 
a full range of highly potent, convenient to administer, econom- 


ical vitamins. 3. Am. J. Surg. 44:28 (April) 1942. 


FINE PHARMACEUTICALS SINCE 1886 


Upjohn 


KALAMATIOO 99 MICHIGAN 


UP JOHN MIN S 
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a switch 
in time 


A switcH to ‘Wellcome’ Globin Insulin with 
Zinc can often save the annoyance of a second 
or third daily insulin injection—for in many 
cases the patient’s needs can be supplied with 
only one injection a day of this unique inter- 
mediate-acting insulin. Three distinct steps pro- 
vide the welcomed change-over: 


1. THE INITIAL CHANGE-OVER DOSAGE: The first 
day, 30 minutes or more before breakfast, give 
a single dose of Globin Insulin, equal to 12 the 
total previous daily dose of protamine zinc 
insulin or of protamine zinc insulin combined 
with regular insulin. The next day, dose may 
be increased to 24 former total. 


2. ADJUSTMENT TO 24-HOUR CONTROL: Gradually 
adjust the Globin Insulin dosage to provide 
24-hour control as evidenced by a fasting blood 
sugar level of less than 150 mgm. or sugar-free 
urine in the fasting sample. 


3. ADJUSTMENT OF DIET: Simultaneously adjust 
carbohydrate distribution of diet to balance 
insulin activity; initially 2/10, 4/10 and 4/10. 
Any midafternoon hypoglycemia may usually 
be offset by 10 to 20 grams carbohydrate at 
3 to 4 p.m. Base final carbohydrate adjustment 
on fractional urinalyses. 


Most mild and many moderately severe cases 
may be controlled by one daily injection of ‘Well- 
come’ Globin Insulin with Zinc. Vials of 10 cc.; 
40 and 80 units per cc. Developed in The Well- 
come Research Laboratories, Tuckahoe, New 
York, U.S. Pat. 2,161,198. Literature on request. 


‘Wellcome’ Trademark Registered 


a BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & II EAST 41ST STREET, NEW YORK 17, N.Y. 
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WITH THE YEARS 


The many somatic and emotional changes 
encountered in senescence are manifested in 
a variety of ways, especially by a decrease in 
appetite. Reduced energy expenditure, atro- 
phic gastric changes, exaggerated food dis- 
likes, and food intolerance all contribute, and 
not infrequently lead to a state of undernutri- 
tion. In older patients, this chain of events can 
easily produce excessive weakness and impaired 
stamina, adding to the burdens of senility. 


Ovaltine proves an excellent means of pre- 
venting these complications. Its wealth of 
essential nutrients, as indicated by the table 
of composition, aids in preventing malnutri- 
tion. Made with milk as directed, Ovaltine is a 
delicious food drink. Older patients enjoy it as 
a mealtime and between-meal beverage, and 
especially as a bedtime drink. Its low curd 
tension assures easy dizestibility and rapid gas- 
tric emptying, hence appetite is not impaired. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


CARBOHYDRATE. ........... 64.8 Gm. 6.81 mg. 
PHOSPHORUS........ . 0.939 Gm. 417 1.U. 
*Based on average reported values for milk. 
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DEPENDABILI TY...the most important quality in a contraceptive 


extra 
With every tube|of 
 Koromex Jelly / 


end Cremistry 


ACTIVE INGREDIENTS: Boric acid 2.0%, oxyquinolin benzoate 
0.02% and phenylmercuric acetate 0.02% in a base of glycerin, 
gum tragacanth, gum acacia, perfume and de-ionized water, 


write for literature 
D-RANTOS CO., Inc. 
551 FIFTH AVENUE - NEW YORK 17, N. Y. 
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Have You Mailed Your Enrollment 
for Disability Insurance in the 


North Carolina Medical Society Group? 


We are receiving applications from society members all over North 
Carolina. Our plan to extend the benefits under these policies is being 


enthusiastically received by all members. 


If you have not mailed your application, please let me urge you to 
do so at once. We would like to call to see you personally, but that will 
be impossible. You have already received our leaflet and enrollment 


blank. Please complete, and mail today. 


J. CRUMPTON 


Post Office Box 147 DURHAM, N. C. 


— Representing— 


COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 
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@ Control of menopausal 


symptoms can be established 


promptly, in the majority 

of cases, by ORAL therapy 

alone. The extensive bibliography 
of “PREMARIN” offers convincing — 


evidence that this highly potent, 


orally active, natural estrogen is a 


most effective therapeutic measure for 


treating the menopausal patient. 
ssentially Safe, Naturally Occurring, 
ant, Orally Effective, 


Water So 


as 


TABLETS of 1.25 mg. 
TABLETS: (Half-Strength) of 0.625 mg. 
LIQUID, containing 0.625 mg. per-4 ce. 


AYERST, 
McKENNA & 

HARRISON Ltd. 
22 East 40th Street, New York 16, N.Y. 


®Reg. U. S. Pat. Of. 
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Modern practice seeks not to abolish but 


to support the natural transition called 


the menopause. Unnaturally large doses 


are avoided. The objective is to use 


“the smallest amount that will relieve symptoms.”! 
This rational approach to therapy is 
greatly facilitated by the use of AMNIOTIN. 
Available in a wide range of forms and 
potencies, it permits ready adjustment of 


dosage and technique to meet the widely 


i varying requirements of both mild and severe — aseeasee 
ii 
cases. A natural estrogenic complex, AMNIOTIN \ 
" has symbolized true replacement therapy 
for over seventeen years. Highly purified; 
standardized in International Units. 
TRADEMARK 


1. Montgomery, J. B.: M. Clin. North America 29:205 (Nov.) 1945, 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Smooth Labor 


Demerol, the potent, synthetic analgesic, 

spasmolytic and sedative, relieves labor pains promptly 

and effectively without danger to mother and child. There is 

no weakening of uterine contractions, lengthening of labor, or 
postpartum complication due to the drug. Bad effects on the newborn 
are practically nil: no respiratory depression or asphyxia 

from too much analgesia of the mother. Simplicity of 
administration is another commendable feature. 


Available for injection (50 mg. per cc.) in ampuls (2 cc.) 
and vials (30 cc.) and for oral administration in tablets (50 mg.). 


Write for detailed literature. Narcotic blank required. 


Demerol hyd rochlo ride 


Brand of Meperidine hydrochloride (isonipecaine) 


CHEMICAL COMPANY, INC. 


NEW YORK 13, N.Y. e WINDSOR, ONT. 
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Bengeclrine Inhaler 70 
pon, dud which children 
with Tt Can be admin frrid 

wth Late tyen 


Scarano, J. A., and Coppolino, J. F.:Arch. Pediat. 54:97 


Widespread pediatric acceptance 


Children accept treatment with Benzedrine Inhaler, 
N. N. R., willingly, often with eagerness, and show none 
of the hostility which so often complicates treatment 
with drops, tampons, or sprays. The Inhaler, 
furthermore, produces a shrinkage of the nasal mucosa 
equal to, or greater than, that produced by ephedrine. 


Fach Benzedrine Inhaler Is packed with racemic amphetamine, S. K. F., 
250 mg.; menthol, 12.5 mg.; and aromatics. 


Benzedrine Inhaler 
a belie meena of medicarind 


Smith, Kline & French: Laboratories, Philadelphia, Pa. 
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Mec Raboy 


Truly, this is America...The Doctor-Pharmacist Team 


Friends as well as colleagues in healing, the doctor 
drops in to chat with the pharmacist. 


N EVERY American community the physi- 
cian and the pharmacist are a team, combining 
their knowledge and skill to make this nation’s 
health the finest in all the world. 

The efforts of the physician rest on his cer- 
tainty that the solutions he may inject . . . the 
salve he may apply . . . the liquid or tablet he 
may prescribe, have been accurately dispensed 
by his pharmacist. 

So, between these two servants of the people, 
a strong bond exists—fashioned in mutual inter- 
est for the well-being of those they serve. How 


truly American is this warm relationship of free 
men—each a master of his own craft, both eager 
to exchange news and information of their work. 

It is by such initiative medicine follows the 
precept of one noted physician, who said, “...We 
must preserve, first, the Soul of Medicine, and 
second, Freedom in Medicine.” 


-N SUMMIT, New Jersey, a truly American 
community, Ciba constantly seeks to develop 
and supply the doctor and his partner, the phar- 
macist, with new drugs and new uses for estab- 
lished drugs. Thus Ciba shares in the progress of 
the doctor and the pharmacist and in the progress 

of free American Medicine, 


PHARMACEUTICAL PRODUCTS, INC. 
SUMMIT NEW JERSEY 
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This famous prescription symbol, generally 
believed to be derived from the Latin “recipe” 


—take ... is reputed to have been originally 
the symbol of Jupiter. This symbol was placed 
at the top of a formula to propitiate the 
king of gods in order that the compound 
: might act favorably. 


Almost as famous, but rooted purely in 
science, is the 43-year-old Rexall symbol of 
dependable drug service—displayed in selected 
and conveniently located pharmacies through- 
out the nation. It is a sign that fine Rexall drugs 


: DRUGS and expert pharmacy are at your service. 

REXALL FOR RELIABILITY UNITED-REXALL DRUG CO 
a 
LOS ANGELES, CALIFORNIA 


PHARMACEUTICAL CHEMISTS FOR MORE THAN 43 YEARS 
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A FooD FOR 
INFANTS 


COLUMBUS. OHIO 


The well nourished baby is more resistant to the common ills of 
infancy. Moreover it is during that all-important first year of life 
that the very foundation of future health and ruggedness is laid. 
Similac-fed infants are notably well nourished; for Similac provides 
breast milk proportions of fat, protein, carbohydrate and minerals, 
in forms that are physically and metabolically suited to the infant’s 
requirements. Similac dependably nourishes the bottle fed infant 


— from birth until weaning. 


A powdered, modified milk product especially prepared for infant feeding, made 
from tuberculin tested cow’s milk (casein modified) from which part of the butter 
eiicmmy fat is removed and to which has been added lactose, olive oil, cocoanut oil, corn oil 


and fish liver oil concentrate. 


MAR LABORATORIES INC. 


AMERICAN 


WOMAN MILK 


COLUMBUS 16, OHIO- 
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Effective 
NASAL THERAPY 


VASOCONSTRICTOR PRIVINE 


PROMPT, LONG-LASTING DECONGESTION 


Privine Hydrochloride promptly shrinks congested nasal mucous membranes, inducing 
a vasoconstrictive action which lasts for several hours. In itself, this basic action gives 
Privine a wide field of usefulness. Other important qualities have gained for Privine its 


pre-eminent position in the field of nasal therapy. 


Fulfills Criteria for Nasal Application. Whether used alone to secure prolonged 
reduction of local swelling, thus facilitating drainage, or as an adjunct in support of 
other measures, Privine meets the prime criteria for a vasoconstrictor. The ideal nasal 
medication should not interfere with the continuity of the thin blanket of mucus kept 
moving by the action of the cilia. Privine, being prepared in an isotonic, aqueous 
solution buffered to a pH of 6.2 to 6.3, avoids artificial differences of osmotic pressure 
inside and outside the cells of the nasal epithelium. Compatibility with the mucosa has 
been assured by numerous studies of the effect of Privine on ciliary activity. 
It has repeatedly been shown that Privine leaves uninhibited the eliminative 
action of the cilia on bacteria and dust deposited on the mucous membrane. 
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] Congested Mucosa. Schematic QDestruction of Cilia. Highly 3 Decongestion Without Injury. 


illustration showing the congested and alkaline preparations, powerful Privine induces prompt decongestion 
moderately inflamed nasal mucous astringents and protein precipitants lasting for hours, but has no harmful 
membrane. may interfere with ciliary activity. effect on normal activity of the cilia. 


Vasoconstriction Without Damage 


Approximates Normal Nasal pH. Privine has a slightly acid physiologic pH buffered to a range 
of 6.2 to 6.3. This is reported by Tweedie’ and by Fabricant®’* as being within the normal range of the 
nasal secretions. The usual lack of stinging and burning following the clinical application of Privine seems 


to bear out the contention that its pH closely approximates that of the normal nasal mucus. 


Minimal Side Effects. Privine is singularly free from effects injurious to nasal and sinus mucous 
membranes, as attested by many authors. As with any other vasoconstrictor, secondary congestion may 
arise after prolonged, continuous use. However, as Scheer‘ states, “By means of periodic check-up and 
appropriate advice, patients have been discouraged from using Privine or any other nasal vasoconstrictor 
over too prolonged a period. As a result of these combined measures, we have reduced the incidence 


of secondary congestion to the vanishing point.” 


Absorption and local side effects from use of Privine are minimal. New and Non-Official Remedies states: 
“So far, there have been no reports proving that sufficient drug is absorbed following local application 
to increase the blood pressure, although this possibility should not be forgotten.” In infants and young 
children, a sedative effect has been noted in a few cases, usually after gross overdosage. No after- 


effects have been reported. 


HYDROCHLORIDE 


in symptomatic relief of a wide range 


of acute and chronic nasal conditions 


Describing the actions and uses of Privine, New and Non-Official Remedies states: ‘‘It is of value in the 
symptomatic relief of disorders of the upper respiratory tract such as nasal congestion of allergic and 


inflammatory origin, acute and chronic rhinitis, vasomotor rhinitis and acute and chronic rhinosinusitis.”’ 


Privine lends itself to any of the conventional methods of office application in both child and adult. . . by 
tampon, spray, drop, displacement, or sinus instillation. Its use over a period of years has demonstrated 
it to be highly suitable for medication between office visits, using 2 to 3 drops of solution in each nostril 


or a small amount of Privine Jelly. 


Frontal Sinusitis Ethmoidal Sinusitis Maxillary Sinusitis 


Drop Instillation Displacement Therapy (Proetz) Lateral Head-Low Posture (Parkinson) 


The method of application of Privine may be varied to induce decongestion and drainage at the 


particular site of major congestion . . .. the turbinates, maxillary, frontal, or ethmoidal sinuses. 


ACCEPTED 
MEDIC CAL 
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| 


PRIVINE 


RIVINE Hydrochloride (brand of Naphazoline Hydrochloride) is supplied in two 


dilutions—0.1 per cent for adults only, and 0.05 per cent for children. The 0.05 per 


cent solution is also of sufficient strength for use in many adults. The dropper 


supplied with one-ounce bottles of Privine aids in administering the recommended dosage. 


Privine Jelly 0.05 per cent, in a water-soluble base, is recommended when a more 


readily portable form of administration is desired. 


Council on Pharmacy 
and Chemistry 


Solution PRIVINE Hydrochloride 0.1%, bottles of 30 and 480 cc. 
Solution PRIVINE Hydrochloride 0.05%, bottles of 30 and 480 cc. 
PRIVINE Nasal Jelly 0.05%, tubes of 20 grams. 


BIBLIOGRAPHY: |. Tweedie, A. R.: JI. Laryng. & Otol., 49: 586, 1934. 
2. Fabricant, N. D.: Arch. Otol., 33: 150, 1941. 
3. Fabricant, N. D.: Arch. Otol., 41: 53, 1945. 
4. Scheer, H. M.: New York State JI. Med., July 1, 1946. 


STEROID HORMONES AND FINE PHARMACEUTICALS 


Privine—Trade Mark Reg. U. S. Pat. Off. and Canada Printed in U.S.A. 1112M 


CIBA PHARMACEUTICAL PRODUCTS, INC. 


In Canada: Ciba Company Limited, Montreal . =SUMMIT, NEW JERSEY 
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‘Now Daddy’s got to go to 
another ‘birthday party,’ Son...” 


@ Somewhere high in the sky the stork is racing. But the 
doctor will be at its destination first. Ready and waiting. 
Whether bringing life or guarding it, the doctor’s personal 
life fades into the background when duty calls. He is “on 
duty” every minute of every hour of the twenty-four. 
But he isn’t complaining. Or asking for any special credit. 
It’s his job—and he does it. 


According to a 
recent independent 
nationwide survey: 


MORE DOCTORS 
SMOKE CAMELS 


than any other cigarette 


R. J. Reynolds 
Tobacco Company, 
Winston-Salem, N, C, 
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2. THE VALUE OF PENICILLIN OINTMENT SCHENLEY 


for topical application is quickly demonstrable where 


lesions are on the surface or readily accessible. 
Each gram of ointment contains 1,000 units of calcium 


penicillin incorporated in an anhydrous base. 


3. THE VALUE OF PENICILLIN TABLETS SCHENLEY 

administered orally as a supplement to parenteral 
therapy is well established. They are particularly ' 
useful when continuing penicillin therapy is desirable. . 


Each tablet supplies 50,000 units of calcium penicillin 


buffered with calcium carbonate, specially coated 


to overcome penicillin taste. 


EXECUTIVE OFFICES: 350 FIFTH AVENUE LABORATORIES, INC. 


f 
of 25,000 units to stabil effective 
‘evel ~ followed by ir s of 25,000 units 
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Specializing in the treatment of alcoholism by the 
conditioned reflex aversion method and the care of 
selected cases of mild mental and nervous conditions. 
T. G. Peacock, M. D. Medical Director 
Telephone 8081 


NORTH CAROLINA 
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sWe-WIINESS 
Reports. 


fe is one thing to read results in a 
published research. Quite another 


to see them with your own eyes. 


PUBLISHED STUDIES* SHOWED WHEN SMOKERS 
CHANGED TO PHILIP MORRIS SUBSTANTIALLY EVERY 
CASE OF THROAT IRRITATION DUE TO SMOKING 
CLEARED COMPLETELY, OR DEFINITELY IMPROVED. 


But may we suggest that you make 


your own tests? 


Morris 


Morris & Co., Lrp., INc. 
119 FIFTH AVENUE, NEW YORK, N. Y. 


*N, Y. State Journ. Med. 35 No. 11,590 
Laryngoscope 1935, XLV, No. 2, 149-154 


TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine 
new blend—Country Doctor Pipe’ Mixture. Made by the same process as 


used in the manufacture of Philip Morris Cigarettes. 
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A corner of the spacious 
Bacteriological Laboratories 


_ of the physicians who gave us their business when we 
started two-and-a-half decades ago, are still on our books. Many 
others have looked to us to supply their medical needs year in 
and year out for ten, fifteen and twenty years. 


Patronage sustained so continuously for so long a time is evidence 
of satisfaction sustained over an equal period. 


The few products initially introduced have grown into a compre- He 
hensive list of distinguished pharmaceuticals widely distributed x 
through the usual channels. The number of physicians who early 

gave us their confidence has increased to include a sizable per- 

centage of United States physicians—and continues to increase 

because of our unrelenting insistence upon doing things well. 


OUTSTANDING U.S. STANDARD BIOLOGICALS: 
DIPHTHERIA TOXOID TETANUS ANTITOXIN 
SMALLPOX VACCINE + TYPHOID VACCINE 


Also a representative list of glandular products and pharmaceuticals. 


Repeated checks and rechecks safeguard U, S. Standard Products at every step. 


| U. 5. STANDARD PRODUCTS CO. 


WOODWORTH, WISCONSIN, U. S. A. 


208 Reilly Bldg. 124 W. 4th Street 
§#. Paul and San Jacinto Streets 946 Merchandise Mart 19 No. 4th Street 1. W. Hellman Bldg. 
DALLAS, TEXAS CHICAGO, ILLINOIS COLUMBUS 15, OHIO LOS ANGELES 13, CALIFORNIA 
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30 YEARS AGO—on January 16, 1916—Saint Albans opened its doors 
for the reception of nervous and mental patients, under the direction of 


Dr. John C. King. 


The continuance of his original conception of affording adequate 
medical care and personal attention, at moderate cost, to the mentally 
ill, has been our earnest endeavor throughout these years. 


What measure of success we have attained is largely attributed to 
the confidence and loyalty of our many friends in the medical profession. 


At this time, we wish to express our sincere appreciation for your 
support of our efforts and to assure you of our desire to be of continued 


service. 


SAINT ALBANS SANATORIUM 


J. P. KING, M.D. 


D. D. CHILES, M. D. 


RADFORD, VIRGINIA 


T. L. GEMMILL, M.D. 
J. M. DIXON, M. D. 


J. K. MORROW, M,D. 


Large Set, illustrated 
above, incorporates an 
otoscope head, 5 ear and 
1 nasal specula, ophthal- 
moscope head (with built- 
in color filter and aper- 
ture changer), a large 
battery handle, 1 extra 
lamp and case provides 
space for a tongue de- 
pressor head, additional 
specula and a replacement 
lamp. 


NEw ACMI piacGNostic sETS FEATURE 


WITH COATED LENSES 


We are proud to introduce this new Diagnostic Set for eye, ear, 
nose and throat examination. A_ significant improvement of 
outstanding importance—exclusive with the ACMI ophthalmo- 
scope —is the coating of its lens system with a reflection 
reducing substance which greatly increases the amount of light 
transmitted, improves the definition and clarity of the image, 


and eliminates halo, flare and ghost images. 


POWERS & ANDERSON, INC. 


227 W. York St. 58-60 Burke St. 
Norfolk, Va. Winston-Salem, N. C. 
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Typical of today’s accelerated production lines 
in our Chicago plant is this lot of x-ray units, 
in the final stages of assembly and inspection. 

It’s the well-known Model R-39, resuming 
its characteristic role as the shockproof, all- 
round diagnostic unit which, because it is so 
compactly designed, almost invariably solves 
the problem of limited floor space. That’s 
why you so often see it in the offices of special- 
ists, in private clinics, and in many hospitals. 

Here’s the power you need (100 ma and 
85 kvp) for radiographic and fluoroscopic 
diagnosis; a double-focus genuine Coolidge 


| Now We Are Producing 


for Your X-Ray Needs 


tube which serves both over and under the 
table; unusual flexibility for positioning the 
patient horizontally, angularly, or vertically; 
and an operator's control so refined and yet so 
simple to operate that you can consistently 
produce radiographs of the preferred diag- 
nostic quality. 

Model R-39 may well prove ideally adapt- 
able to your specific x-ray needs at this time. 


Why not write for full particulars today. Ask 
for Publication 2567. Address General Elec- 
tric X-Ray Corporation, 175 W. Jackson 


Blvd., Chicago 4, III. 


GENERAL ( ELECTRIC 
X-RAY CORPORATION 
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STORMY DAYS are usually followed by sharp increases in the 


incidence of upper respiratory infections, often the prelude to 


pneumococcal pneumonia. Fortunately, physicians are prepared 
to combat the pneumococci with sulfonamides and penicillin. 


Although sulfonamides are generally effective, problems 


“sf sometimes arise in their administration. In the patient with 
cardiac or renal disease, it may be difficult to maintain proper 
fluid balance. This imbalance may lead to urinary tract 
complications. Others may experience untoward toxic effects 
or lack of response to the drug. In these cases, Penicillin, Lilly, 
oi is particularly valuable. While the intramuscular injection of 
10 to 15 thousand units every three hours throughout the night 
and day might be helpful, doses of 20 thousand or more units 


at the same intervals are preferable. Penicillin, Lilly, is available 


in 20-cc. ampoules containing 100,000, 200,000, or 500,000 units. 


ELI LILLY AND COMPANY, INDFANAPOLIS 6, INDIANA, U.S.A. 
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‘Metycaine 


‘Metycaine’ 
propyl! Benzoate Hydrochloride, Lilly) is a 
local anesthetic agent effective for spinal, 
regional, infiltrational, and topical anesthe- 
sia. It is useful alike in the fields of medicine, 
surgery, and dentistry. ‘Metycaine’ offers 
appealing advantages over procaine. It is 
about a third more potent, has a quicker and 
more prolonged action, is more certain in 
its effect, and is clinically no more toxic. 
‘Metycaine’ is particularly advantageous in 


individuals hypersensitive to procaine. 


INDIANAPOLIS 6, INDIANA, U.S.A. 


SOLUTION _ 
METYCAINE 


2 Percent 
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A picture of The Good Samaritan provided the inspiration that 


A 12 X 15 REPRODUCTION OF THIS KARL OESER COLOR PHOTOGRAPH, SUITABLE FOR FRAMING, IS AVAILABLE UPON REQUEST 


BEING subject to the human frailties common to 
all, the physician must have an occasional day 
of rest. No occasion could be more fitting than 
Thanksgiving Day, particularly this year when 
there is real cause for rejoicing. The guns have 
now been silent for more than a year. Order has 


gradually been restored to nations long in chaos. 


While armies of occupation still must be main- 
tained, much of the danger is over and trips 
home are more frequent. It is the sincere wish of 
Eli Lilly and Company that patients may be as 
considerate this Thanksgiving as their conditions 
will allow, and that physicians throughout the 
land may enjoy the day with family and friends. 


eventually led to the founding of Eli Lilly and Company 
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CLINICAL FEATURES OF THE PSYCHONEUROSES 
IN WORLD WAR Il VETERANS 


MAURICE H. GREENHILL, M.D. 
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Since the veterans of World War II com- 
prise approximately 15 per cent of the pop- 
ulation of the United States, it is evident 
that this group will make up an appreciable 
proportion of the practice of most physi- 
cians in the future. If the country maintains 
a large standing army with a rapid turnover 
of personnel, and in addition invokes com- 
pulsory military training, the percentage of 
veterans in the population will become even 
larger. Furthermore, the federal govern- 
ment, through the Veterans Administration, 
is encouraging physicians in private practice 
to care for veterans through such programs 
as the Michigan Plan. That many veterans 
are already coming as patients to the offices 
of practicing physicians is an established 
fact. 

The incidence of neuropsychiatric disabili- 
ties among discharged veterans of World 
War II is high. Approximately 500,000 men 
were given medical discharges from the 
armed services for neuropsychiatric disabil- 
ities—five times as many as received medical 
discharges for any other single cause”). To 
these 500,000 individuals must be added in 
time an even greater number of veterans dis- 
charged on points who will eventually ap- 
pear with psychiatric problems. This group 
has already begun to attract attention, and 


From the Department of Neuropsychiatry, Duke University 
School of Medicine, and the Duke Rehabilitation Clinic, Dur- 
ham, N. C. 

Read before the Section on the Practice of Medicine, Med- 
ical Society of the State of North Carolina, Pinehurst, May 
2, 1946, 


1. Felix, R. H.: Mental Health—A National Asset, Mental 
Hygiene in Action, Cleveland Mental Hygiene Association, 
Vol. 2, Numbers 1-2, 1946, 


it is estimated that the peak for the inci- 
dence of neuropsychiatric disorders in vet- 
erans will come in 1954. The Veterans Ad- 
ministration itself has estimated that 40 to 
60 per cent of all its medical problems will 
be neuropsychiatric. 

Of all the clinical entities in military 
neuropsychiatry the psychoneuroses rank 
first in incidence. This fact is likewise true 
in the veterans’ group. Rennie'’, in a study 
of 200 veterans with psychiatric problems, 
found that 54 per cent were suffering from 
some fcrm of psychoneurosis. A study of 421 
veterans at the Duke Rehabilitation Clinic 
showed 296, or 70 per cent, to be psycho- 
neurotic". 

It is evident that there will never be 
enough psychiatrists in the United States to 
treat the hundreds of thousands of psycho- 
neurotic veterans. There are 3000 psychia- 
trists in this country unevenly distributed 
throughout the states, and it has been esti- 
mated that 20,000 such specialists are re- 
quired to handle the psychoneurotic load. It 
is not conceivable that such a large number 
of psychiatrists will be trained during our 
lifetime. The overwhelming majority of 
psychoneurotic veterans will become the 
charges of the general practitioner, whether 
it pleases him or not. 

It would seem advisable, therefore, that 
every physician be aware of this problem 
2. Rennie, T. A. C.: Psychiatric Rehabilitation Therapy, 

Am. J. Psychiat. 101:476-485 (Jan.) 1945. 

3. Greenhill, M. H. and Lowenbach, H.: Neuropsychiatric 

Problems of Discharged Veterans in Rural Communities 


of the South, Proc. A. Research Nery. and Ment. Dis., 
1946 (in press). 
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and have within his medical knowledge per- 
tinent clinical data regarding the psycho- 
neuroses in veterans, in order that he may 
quickly recognize these conditions and may 
treat them at once directly without employ- 
ing the wearisome and uneconomical meth- 
ods of excluding all other types of diseases 
in the nomenclature. For this reason the 
following study was undertaken. 

One hundred cases diagnosed “‘psychoneu- 
rosis” were selected at random from among 
the 700 veterans with neuropsychiatric dis- 
abilities seen at the Duke Rehabilitation 
Clinie since July, 1944. The histories of this 
sample group were studied to determine the 
types of symptoms experienced during the 
military service and following discharge 
from the armed forces. The military dis- 
charge diagnosis was compared with the 
after-service or rehabilitation diagnosis. 
Furthermore, an attempt was made to evalu- 
ate wherever possible the emotional reasons 
for the precipitation of the psychoneurosis 
during service, and to compare them with 
the emotional and social factors which kept 
the psychoneurosis alive after the individual 
returned to civilian life. 


Symptoms of the Psychoneuroses 
in Veterans 


A total of 47 symptoms were found in the 
entire group of 100 psychoneurotic veterans. 
These symptoms included tension, weakness, 
weight loss, anxiety dreams, depression, pal- 
pitation, irritability, pain, fear, choking sen- 
sations, sensitivity to noise, hysterical con- 
vulsions, faintness, worry, precordial pain, 
anorexia, amnesia, tremor, dizziness, head- 
ache, insomnia, apprehension, respiratory 
disturbance, profuse perspiration, decrease 
in sexual drive. suicidal thoughts, “kidney 
trouble,” dislike of crowds, homesickness, 
sensitivity to heat, abdominal pain, stutter- 
ing, backache, leg ache, diarrhea, fatigue, 
“stomach trouble,” crying, somnambulism, 
“jittery feelings,” restlessness, impatience, 
concentration difficulty, loss of conscious- 
ness, and drowsiness. 


Whenever 15 or more veterans had the 
same complaint, it was considered a com- 
mon symptom. According to this criterion, 
the common symptoms complained of by 
veterans, both during military life and after 
discharge from the armed services, were 
weakness, depression, irritability, sensitivity 
to noise, dizziness, headache, excessive pers- 
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Table 1 


Most Common Psychoneurotic Symptoms during 
and after Military Service 


Difference 
During After since 
Symptoms Service Service Discharge 

Weakness 18 26 +8 
Anxiety dreams 39 25 —14 
Depression 10 18 +8 
Palpitation 39 35 —4 
Irritability 9 26 +17 
Sensitivity to noise 13 27 +14 
Anorexia 27 18 —9 
Tremor 25 23 —2 
Dizziness 20 27 +7 
Headache 37 44 +7 
Insomnia 50 35 —15 
Respiratory disturbance 21 21 0 
Excessive perspiration 13 21 +8 
Nausea 18 10 —8 
Dislike of crowds 4 16 +12 
Backache 23 15 —8 
Fatigability 15 23 +8 
Restlessness 13 15 +2 


piration, dislike of crowds, fatigability, rest- 
lessness, anxiety dreams, palpitation, anor- 
exia, tremor, insomnia, nausea, and back- 
ache (table 1). Insomnia, headache, palpita- 
tien, and anxiety dreams, in that order, were 
the most common symptoms. It was found 
that during military service 50 per cent of 
the veterans complained of insomnia, 37 per 
cent of headache, 39 per cent of palpitation, 
and 39 per cent of anxiety dreams. After 
discharge from the service, 35 per cent com- 
plained of insomnia, 44 per cent of headache, 
35 per cent of palpitation, and 25 per cent 
of anxiety dreams. 

We have believed for some time that the 
clinical states seen in veterans are somewhat 
different from those seen in men on active 
military duty. Rehabilitation neuropsychia- 
try is different from military neuropsychia- 
try, because the patient is in a totally differ- 
ent situation. The results of this study tend 
to show just what these differences are. 


Table 2 


Psychoneurotic Symptoms 


Increased in Civilian Life Decreased in Civilian Life 


Irritability Insomnia 
Sensitivity to noise Anxiety dreams 
Dislike of crowds Anorexia 
Weakness Nausea 
Depression Backache 
Dizziness Tremor 
Headache Palpitation 
Excessive perspiration 

Fatigability 

Restlessness 


The average veteran complains more of 
weakness, depression, irritability, sensitivity 
‘to noise, dizziness, headache, excessive per- 
spiration, dislike of crowds, and fatigability 
than does the psychoneurotic in service, but 
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complains less of insomnia, anxiety dreams, 
anorexia, nausea, and backache. These con- 
clusions were based on a study of the most 
significant differences in symptoms com- 
plained of by the veterans during and after 
military service. 


Differences between combatants 
and non-combatants 


The number of symptoms experienced by 
the veteran in the armed service does not 
appear to differ appreciably from the num- 
ber experienced on his return to civilian life. 
There is, however, a significant difference 
when the total group of veterans studied is 
broken down into those men who saw com- 
bat in the service and those who did not. In 
this group there were 36 combatants and 64 
non-combatants. The differences are seen 
in table 3. 

The combatants had an average of 6.4 
symptoms in service, whereas non-combat- 
ants had an average of 4.8 symptoms. Upon 
the return to civilian life the average com- 
batant complained of 5.9 symptoms, where- 
as the non-combatant complained of 5.0 
symptoms. These figures indicate that the 
psvchoneurotic symptoms of combatants are 
more numerous both during service and 
after service, but that the combatants tend 
to improve after service, whereas the non- 
combatants complain of more symptoms 
than they had while on military duty. 


The Problem for the Practicing Physician 


In general it may be stated that the aver- 
age psychoneurotic veteran who comes to 
the praeticing physician will complain of 
weakness, some depressive feelings, irrita- 
bility, sensitivity to noise, dizziness, head- 
ache, excessive perspiration, dislike of 
crowds, fatigability, restlessness, anxiety 
dreams, palpitation, anorexia, tremor, and 
insomnia. A few may complain in addition 
of nausea and backache. The most common 
symptoms which the physician is api to find 
in the veteran with psychoneurosis are in- 
somnia, headache, palpitation and anxiety 
dreams. These complaints the veteran will 
often present under the general heading of 
nervousness. The physician will find that 
the longer a man has been out of service, 
the more he will complain of weakness, de- 
pression, irritability, sensitivity to noise, 
dizziness, headache, perspiration, dislike of 
crowds and fatigability, and the less he will 
complain of insomnia, anxiety dreams, anor- 
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Table 3 


Frequency of Symptoms during and after Military 
Service—Combatants and Non-Combatants 


During After 


Service Service 

Total Symptoms 543 538 
36 Combatants 231 214 
64 Non-combatants 312 324 
Average no. of symptoms 5.4 5.3 
Combatants 6.4 5.9 
Non-combatants 4.8 5.0 


exia, nausea, and backache. The average 
veteran who has seen combat will be an 
easier patient to handle than the non-com- 
batant, inasmuch as he already has a ten- 
dency to improve. The non-combatant’s 
symptoms remain about as numerous as be- 
fore discharge—or, if anything, tend to be 
somewhat worse. 

It is a striking fact that most of the 100 
psychoneurotics in this series knew when 
they came to us that their symptoms were 
on a psychiatric basis. If one asked them 
what they thought the cause of the trouble 
was, the average man would respond that it 
was related to his nerves. Most of these vet- 
erans were given a diagnosis of psychoneu- 
rosis while in the service and spent some 
time in army or navy hospitals, usually on 
a neuropsychiatric ward. They were, there- 
fore, well educated to the etiology of their 
conditions. Most of them, also, have been 
thoroughly studied by clinical and labora- 
tory methods in military hospitals, so that 
they neither expect nor want to run the 
gamut of diagnostic tests. They expect the 
civilian physician to help them with the 
nervousness, and not to make a diagnostic 
survey. The veterans in this series who had 
been taught in military hospitals that they 
were psychoneurotics had relatively few 
phobic symptoms and did not fear that they 
had something vitally wrong with one organ 
or another. It is only those men who de- 
velop psychoneuroses after being discharged 
on points who behave like the average civil- 
ian patient in looking for a medical or sur- 
gical basis for his symptoms and in expect- 
ing the physician to check him thoroughly 
with every diagnostic method that he has. 


The Uniformity of Clinical Type 


The task of recognizing a psychoneurosis 
in a veteran is simplified for the civilian 
physician by the fact that veterans with psy- 
choneuroses tend to conform to one clinical 
pattern. This fact becomes apparent when 
cne studies the diagnoses made on the 100 


| 
| 
| 


588 NORTH CAROLINA 


veterans in this series. The service diagno- 
ses from the army and navy records were 
known in only 45 instances. The after-serv- 
ice diagnoses in all the 100 veterans were 
made according to specific criteria. For ex- 
ample, a diagnosis of psyvchoneurosis was 
made when the patient was found to have 
anxiety which he expressed through a so- 
matic symptom. From then on the common 
classification for psychoneuroses was used, 
which included such states as anxiety neu- 
rosis, anxiety state, hysteria, phobic state, 
neurasthenia, compulsive-obsessive neurosis, 
hypochondriasis, and mixed psychoneurosis. 

The term ‘anxiety neurosis” was reserved 
for those individuals who complained of at- 
tacks of panic, ‘anxiety state’ for those who 
predominantly had feelings of apprehension 
and symptoms of autonomic lability, and 
“phobic state” for such patients as had spe- 
cific fears in addition to attacks of panic, 
feelings of apprehension, and symptoms of 
autonomic lability. If an individual tended 
to dissociate from his anxiety by amnesia, 
paralyses, sensory disturbances, or concen- 
tration upon pain, he was considered to have 
hysteria. Where overwhelming complaints 
of weakness and fatigability predominated, 
a diagnosis of neurasthenia was made. The 
diagnosis of compulsive-obsessive neurosis 
was considered when an _ individual was 
found to have compulsions and obsessions, 
and if he was preoccupied excessively with 
one organ system of his body he was labelled 
as suffering from hypochondriasis. When a 
veteran had symptoms of significant severity 
covering more than one of the above groups, 
he was given the diagnosis of mixed psycho- 
neurosis. For example, if a man complained 
of symptoms of autonomic lability, attacks 
of panic, feelings of apprehension, headache, 
and glove and stocking anesthesia, he was 
called a mixed psychoneurotic. 

It was found in this study that most of the 
veterans fall into the categories of mixed 
psychoneurosis, anxiety neurosis, and anxi- 
ety state, in that order (table 4). Thirty-one 
per cent had mixed psychoneurosis, 26 per 
cent anxiety neurosis, and 25 per cent anx- 
iety state. It is seen furthermore that 14 
per cent had hysteria and 4 per cent neuras- 
thenia. No veterans had a phobic state, com- 
pulsive-obsessive neurosis, or hypochondria- 
sis. Eighty-two per cent of the veterans had 
overt manifestations of anxiety and auto- 
nomic lability. 
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Table 4 


Diagnoses in Military Service and after Service 


Diagnosis In Service After Service 
Anxiety state 4 25 
Anxiety neurosis 6§ 26 
Hysteria 11 14 
Phobic state 0 0 
Mixed psychoneurosis 4 31 
Neurasthenia 1 4 
Compulsive-obsessive neurosis 0 0 
Hypochondriasis 0 0 
Psychoneurosis (unspecified) 14 0 
War neurosis 2 0 
Post-traumatic neurosis 1 0 
Psychoneurosis, unclassified 2 0 
Unknown 55 0 
Total 100 100 


It appears that, no matter what condition 
the veteran had while he was in the service, 
he tended to gravitate after discharge to- 
ward one of the three common and closely 
allied conditions found in veterans. Of the 
11 men who were given a diagnosis of hys- 
teria in the service, 5 were no longer con- 
sidered to have hysteria, but fell into the 
common clinical type characteristic of the 
veteran. So frequently does one clinical type 
cecur that it is possible to predict of what 
symptoms the veteran will complain. We 
could call this condition, facetiously, a “post- 
bellum neurosis.” 

We are unable to explain why veterans are 
apt to conform to one clinical type, irres- 
pective of the diagnosis which they had in 
service. It may be that we are witnessing 
in the veteran the residual effects of an acute 
psychoneurosis experienced in military life. 
The common denominator in this “post- 
bellum neurosis” appears to be autonomic 
lability eventuating in such symptoms as 
feelings of apprehension, sensitivity to noise, 
irritabilitv, restlessness, and headache. We 
raise the question, “Is this the natural 
course of an acute psychoneurosis in which 
there is a lag in recovery from autonomic 
lability, whereas other symptoms of specific 
psychoneuroses such as paralyses, specific 
fears, and insomnia drop out earlier?” 

It may be, on the other hand, that the vet- 
eran has seme unconscious psychological 
purpose for maintaining his symptoms, and 
that general symptoms of anxiety and auto- 
nomic lability are easier to keep than other 
symptoms. In addition, one must recognize 
the fact that most of these veterans have 
spent several months on neuropsychiatric 
_wards in army and navy hospitals, where 
they have had the opportunity to talk to 
other men with psychoneuroses and to ob- 
serve them in their illnesses. This experi- 
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ence may unconsciously suggest to them 
other categories of common symptoms which 
they take unto themselves. It is almost as 
if the psychoneurotic patients in the mili- 
tary hospitals have pooled their symptoms 
and have taken away with them certain 
symptoms now common to all. 


Common Psychological Problems 
of the Veteran 


In this study no attempt was made to in- 
vestigate statistically the psychological 
problems of the patients in terms of their 
influence on the symptoms. There were, how- 
ever, a range of problems, and some of them 
do figure prominently in the cases in which 
the veteran unconsciously maintains a psy- 
choneurosis. Apparently the most common 
psychological problem which the veteran has 
is that of protest. He protests against some- 
thing or someone, whether it be the armny, 
the navy, the government, the Veterans Ad- 
ministration, a superior officer, social prej- 
udice, or fate. He does this to justify his 
failure as a soldier and his discharge for a 
neuropsychiatric disability. He projects, as 
it were, the reasons for his illness upon 
someone else. For this reason his symptoms 
must remain alive, for he must justify them. 
This mechanism appears to be a clinical fact. 
The protest or hostility bottled up within 
him tends to keep him in a state of auto- 
nomic lability. 

In many instances the psychological prob- 
lem which is a part of the clinical state is 
connected with the veteran’s desire to keep 
his pension. It is difficult to compete with a 
pension when one is attempting to treat a 
veteran for a psychoneurosis. It is appar- 
ently difficult for even an honest man to 
turn away money which is given so easily. 

Other problems somewhat less common 
which psychologically motivate the after- 
service psychoneurosis are guilt reactions 
arising from the fact that a veteran has re- 
turned to civilian life, while some of his fel- 
low soldiers have died on the battlefield; 
disillusionment over the reality of civilian 
life in comparison to what the veteran was 
led to expect from the Veterans Administra- 
tion, the U. S. Employment Service, and the 
attitudes of civilians; and the desire to re- 
main a hero which some have when they live 
amongst people who hero-worship the sick 
veteran. To be objective, the physician who 
is consulted by the psychoneurotic veteran 
must be aware of the fact that the psycho- 
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logical problem which the veteran has is 
seldom known by the patient, but that it 
does serve as a part of the clinical state for 
which he has sought help. 


Summary 


1. Since psychoneurosis is the most com- 
mon clinical condition found in veterans of 
World War II and since practicing physi- 
cians have the responsibility for carrying 
the load of these cases, an examination of 
the clinical features of the psychoneuroses 
in veterans of World War II is warranted. 

2. One hundred veterans diagnosed as 
psychoneurotic by the Duke Rehabilitation 
Clinic were studied to determine the prin- 
cipal features of the clinical states encount- 
ered. It was found that this group experi- 
enced a total of 47 symptoms, of which 18 
were common. The average psychoneurotic 
veteran complains of weakness, depression, 
irritability, sensitivity to noise, dizziness, 
headache, excessive perspiration, dislike of 
crowds, fatigabilitvy, restlessness, anxiety 
dreams, palpitation, anorexia, tremor, in- 
somnia, nausea, and backache. 

3. The veteran complains more of weak- 
ness, depression, irritability, sensitivity to 
noise, dizziness, headache, excessive perspi- 
ration, dislike of crowds, and fatigability 
than does the psychoneurotic in service, and 
less of insomnia, anxiety dreams, anorexia, 
nausea, and backache. 

4. The psychoneuroses of combatants are 
more severe both in service and after serv- 
ice than those of non-combatants, but the 
combatants tend to improve after service, 
whereas the non-combatants do not. 

5. There appears to be a more or less uni- 
form clinical type of psychoneurosis in vet- 
erans irrespective of the diagnosis made in 
service. This type is characterized by auto- 
nomic imbalance and general manifestations 
of anxiety. 

6. Reference is made to some of the com- 
mon psychological problems of the veteran 
which are an integral part of the psychoneu- 
rosis. 

7. The psychoneurotic veteran is well ed- 
ucated to the fact that he has a psychiatric 
disorder. He therefore has little patience 
with running the gamut of clinical tests for 
diagnosis or reassurance. In this way he 
differs from the average civilian psychoneu- 
rotic. If he consults a physician at all, it 
is because he wants treatment at once for 
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his psychoneurosis. The practicing physi- 
cian is therefore compelled to be a psycho- 
therapist, for the responsibility of treating 
the veteran may fall on him alone. 


Discussion 


Dr. Joseph Stevens (Greensboro): This excellent 
presentation of the survey made at Duke by Dr. 
Greenhill is especially timely in view of the fact 
that the State Society has recently signed a con- 
tract with the Veterans Administration to take 
care of veterans under a plan similar to the so- 
called Michigan plan. 

As more and more veterans return to their homes 
and have to combat the vicissitudes of everyday 
life, the general practitioners will have to take it 
upon themselves to re-integrate these men into 
society. 

There has been a good deal of publicity in the 
magazines and newspapers about the care and feed- 
ing of the veteran, especially the veterans return- 
ing from overseas. In the final analysis I think we 
will find that the incidence of chronic psychoneuro- 
sis will be far lower in the men who were in combat, 
mainly because most of these men were so thor- 
oughly screened before they went into combat units. 
As a rule the combatant veteran responds better to 
his environment than do the great number of serv- 
ice men who will return to civilian life from duties 
in the states. A large number of unstable inductees 
were sent back directly from the induction centers 
to civilian life. Now they are discharged veterans, 
and it is this group which will be the outstanding 
problems for the medical profession. 

In spite of their handicaps and lack of trained 
neuropsychiatrists, the armed forces have done an 
excellent job in returning neuropsychiatric problems 
to civilian life, but in the last analysis it is the 
physicians in the state of North Carolina and in all 
states who will have the problem of re-integrating 
the veteran into his proper place in society. 

Dr. W. R. Stanford (Durham): Dr. Greenhill men- 
tioned an important point when he referred to the 
question of compensation for these psychoneurotic 
veterans. If the Veterans Administration handles 
the problem of compensation as badly as it did after 
the last war, we doctors are going to be awfully 
sorry that these patients were turned over to us. 

Dr. G. G. Dixon (Ayden): The psychoneurotic pa- 
tient is something that the general practitioner al- 
ways dreads. It seems to me that more and more 
unstable men and women are growing up. 

There is a tendency among a good many of us 
general practitioners to resort to sedatives when 
we are unable to demonstrate any organic trouble, 
in order to get the patient out of our office and 
get on to problems that we know something about. 
If medical schools and hospitals would give refresh- 
er courses in the treatment of psychoneuroses, it 
would help the men in general practice to deal with 
these patients. Since we know we are going to be 
swamped with psychoneurotic patients, we should 
prepare ourselves a little better, if possible, to take 
eare of them. 

Dr. Greenhill: I thank Dr. Stevens and Dr. Stan- 
ford and Dr. Dixon for their comments. I would like 
to say a few words about some points that the last 
discussion brought up. 

The matter of treatment was beyond the confines 
of this paper. It does not take a trained neuropsy- 
chiatrist to treat many of these veterans. We have 
treated a considerable number now for the Veter- 
ans Administration, and we have been more and 
more surprised to find that many of these condi- 
tions are cleared up after two or three interviews. 
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We find that improvement is particularly rapid in 
those veterans who are expressing mild protest, as 
I mentioned in the paper. By allowing these men to 
protest to us, we have often seen a very rapid and 
striking improvement in the general state. Some- 
times two to four office visits, during which the 
physician can sit down, if he can find the time, and 
talk for a few minutes with the veteran, merely 
letting the veteran express himself, are all that is 
needed. He will eventually begin to protest about 
something that happened in the service, or some- 
thing that has happened since; when he gets it 
otf his chest, he begins to feel better. 

Many cases which are slightly more intense can 
be helped by the man in practice who is not special- 
izing in psychiatry, but these may take a little more 
interest on the part of the practicing physician, or 
a little more training. Many of us in psychiatry 
feel that there will never be enough psychiatrists 
to take over entirely the psychoneurotic patients, 
and we hope that as time goes on more and more 
pnysicians im the specialties and in general prac- 
tice will become interested in these people and will 
be able to put to use the brief and short-cut meth- 
ods of treating these men that were learned by 


hard experience in the war. 


THE USE OF INTRAVENOUS IODINE 
IN PREPARING THE PATIENT WITH 
TOXIC DIFFUSE GOITER 
FOR OPERATION 


R. B. MCKNIGHT, M.D. 
CHARLOTTE 


The use of iodine in the treatment of 
goiter dates back into antiquity. A Chinese 
emperor, many centuries before Christ, ex- 
horted his subjects to chew seaweed for 
symptoms almost certainly due to goiter. A 
Greek physician, Aetius, in the sixth century 
A. D., used poultices from the ashes of sea- 
weed and sponges. An Italian, Frugardi, 
in the twelfth century, also advocated the 
use of seaweed and sponges for goiter. It 
was in 1812 that Conduit, a Frenchman, dis- 
covered that iodine is the active princip! 
in these plants. Probably the first instance 
of the use of iodine in toxic goiter was re- 
ported by Trousseau, who in 1863 gave a 
patient with severe thyrotoxicosis 15 to 20 
drops of iodine daily in the belief that he 
was giving digitalis. There was remarkable 
improvement in the patient’s symptoms. In 
1896 Baumann showed that iodine is nor- 
mally present in the thyroid gland. In the 
early years of the present century Marine 
published his epochal work, and about the 
same time, Kocher warned against the gen- 
eral and indiscriminate use of iodine in all 
cases of goiter. In 1914 Kendall isolated 


Read before the Section on Surgery, Medical Society of the 
State of North Carolina, Pinehurst, May 1, 2 and 38, 1946, 
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thyroxin, and nine years later the work of 
Plummer in administering iodine preoper- 
atively to the patient with toxic diffuse 
goiter changed at once the prognosis in the 
surgical treatment of exophthalmic or toxic 
diffuse goiter. 

With the advent of preoperative adminis- 
tration of iodine by mouth in the form of 
Lugol’s solution in 10-minim doses three 
times daily, there was a decided lowering of 
the tremendously high mortality rate and 
detinitely fewer untoward reactions, espec- 
ially crises or storms. It usually requires 
about two weeks — sometimes considerably 
longer—to prepare a patient for operation 
with this form of iodine therapy. After one 
to three months of treatment without sur- 
gery the patient becomes “iodine-fast” and 
his symptoms return, approaching or even 
exceeding their former severity. This phe- 
nomenon should always be explained to all 
patients with toxic diffuse goiter who are 
taking iodine, or else a number of them will 
be so improved under this treatment that 
they will defer or refuse operation. 

To avoid this likelihood, to maintain con- 
trol of the patient while she (or he) is 
undergoing preoperative treatment, and to 
save her (or him) a great deal of time and 
expense, I have for many years been treat- 
ing these patients with iodine administered 
intravenously. Others have used various 
preparations of iodine intravenously in pre- 
paring the hyperthyroid patient for opera- 
tion, and I make no claim for the originality 
of this method. However, when I began us- 
ing intravenous iodine, I was entirely un- 
familiar with the literature on the subject. 


Method of Use 


The procedure I use is as follows: A de- 
tailed history is taken and a careful general 
physical examination is done on all patients. 
Basal metabolic studies under the most ideal 
conditions are made routinely. It is to be 
remembered that the results of these studies 
are to be evaluated like those of any other 
laboratory test. The reading obtained is not 
always an indication of the actual toxicity 
of a goiter. The best means I know to de- 
termine the toxicity is through a careful 
Clinical evaluation of the patient. At times 
blood cholesterol and liver function studies 
are advisable. Some years ago I ran a series 
of galactose tolerance tests as advocated by 
Althausen; the findings were entirely incon- 
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sistent, so the test was discarded. 

After the preliminary studies are com- 
pleted, the patient is hospitalized and kept 
in bed on a high-calorie and high-carbohy- 
drate diet. Daily intravenous injections of 
1000 cc. of 10 per cent glucose with 100 
minims of Organidin are given. At no time 
has there been any reaction which could be 
called even slightly severe, nor have I ever 
observed any symptoms indicative of intol- 
erance to this preparation of iodine. Usually 
a few hours after the first injection the pa- 
tient will voluntarily state that she feels 
better and is less nervous; not infrequently 
she will drop off to sleep. Rarely are any 
sedatives given, even to very toxic patients. 
After three days, seldom four or five, the 
patient is ready for operation, as is indi- 
cated by general improvement, slowing of 
the pulse, diminished pounding of the heart, 
marked decrease in nervous manifestations, 
and lowering of the basal metabolic rate. 
Any gastro-intestinal symptoms are prompt- 
ly relieved. 

Adequate sedation is given before opera- 
tion, so that the patient comes to the oper- 
ating table definitely drowsy. Operation is 
then done with reasonable rapidity under 
cyclopropane-oxygen anesthesia. (Frequent- 
ly helium is added to the gaseous mixture.) 
I am convinced, after a fairly large experi- 
ence over a number of years, that the 
smoothness of convalescence is proportion- 
ate to the rapidity with which the operation 
is performed — rapidity consistent with 
safety. Usually thirty to forty-five minutes 
are consumed—rarely more than an hour. 
The patient is returned to bed with her head 
resting on a pillow and the head of the bed 
slightly elevated. Sometimes, in patients 
with unusually severe thyrotoxicosis, an- 
other intravenous injection of glucose and 
Organidin is given postoperatively. With the 
exception of a moderate rise in temperature 
the first day or two, the convalescence is gen- 
erally remarkably smooth; the patient is 
usually out of bed the third day and allowed 
to go home on the fifth. 


Results 


In a series of 1015 consecutive thyroidec- 
tomies, approximately half have been per- 
formed on patients with varying degrees of 
hyperthyroidism. Of these, 250 could be 
classified as severely toxic. Practically every 
patient in this group was prepared for op- 
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eration by the method outlined. Many in the 
less toxic group were also prepared in this 
way. No patient has been hospitalized for 
more than a week following operation, and 
90 per cent, or more, have been dismissed 
on the fifth postoperative day. There have 
been only two operations performed in 
stages, and I am convinced, after reviewing 
the histories, that each could have been done 
successfully in one stage. There has been no 
suggestion of a crisis or storm in any case. 

As a matter of fact, I have seen only 2 in- 
stances of thyroid crisis in nineteen years. 
One was a postoperative crisis seen in con- 
sultation with another surgeon. The patient 
responded promptly to 200 minims of Or- 
ganidin intravenously given in two doses of 
100 minims each, and convalescence was 
then uneventful. The other was a patient of 
my own who had not had surgery and was 
brought to the hospital under restraint. She 
was violent, with a temperature of 106 F. 
and a pulse rate that was around 200. It 
was, of course, impossible to secure a basal 
metabolic reading. One hundred and fifty 
minims of Organidin were administered in- 
travenously in 1000 cc. of 10 per cent glu- 
cose. The only other medication given was 
a quarter grain of morphine and a nembutal 
suppository. In two hours the patient was 
resting comfortably. The next morning her 
basal metabolic rate was +65 per cent. She 
responded nicely to intravenous iodine, and 
on the fifth day after admission thyroidec- 
tomy was performed. Her recovery was un- 
eventful. 

A number of “iodine-fast” cases have been 
observed. These have been treated identical- 
ly the same way. The response is not as 
dramatic as in the other cases; there is less 
reduction in the basal metabolic rate, but as 
a rule the patients do seem to quiet down 
remarkably. Operation is well tolerated, and 
I have observed no difference in their post- 
operative reactions as compared with pa- 
tients who are not iodine-fast. I no longer 
hesitate to operate on an iodine-fast patient 
after three to five days of such preoperative 
treatment. 


Iodine Metabolism 


In order to understand the action .of iodine 
on the thyrotoxic gland, it is necessary to 
know something of the amounts of total 
iodine and its fractions present in the af- 
fected gland as contrasted with those present 
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in the normal gland. These are shown in 
figure 1 and in the table below. 


Approximate Milligrams of Iodine in Whole Gland 
Noniodized lodized 

Normal Thyrotoxic Thurotoxic 
Gland Gland Gland 


Inorganic iodine .............. 1 Trace 7.5 
Diiodotyrosine .................. 6 4 17 
(Thyroglobulin I minus 

Thyroxin I) 

2 1 4.5 


Note the marked reduction of iodine, es- 
pecially inorganic iodine, in the non-iodized 
thyrotoxic gland, and the striking increase, 
especially of inorganic iodine, in the iodized 
whole gland. 

Plummer had the idea that there was an 
abnormal thyroid product in exophthalmic 
goiter and that this toxic agent was probably 
a less iodized form of thyroxin. Kendall, 
however, has shown that thyroxin deriva- 
tives which contain less iodine produce a 
much weaker effect than thyroxin. Cattell 
and others have observed that iodine intro- 
duced into the depleted thyrotoxic glands 
evokes a return toward the state of repletion 
characteristic of the normal resting gland. 
It would seem that thyrotoxicosis is caused 
by an increased secretion of the thyroid 
hormone into the circulation and that the 
iodine content of the blood should be ele- 
vated. This is, indeed, the course of events. 

A study of the iodine content of the dis- 
eased gland contrasted with that of the nor- 
mal gland indicates that one of the actions 
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of iodine administered to the thyrotoxic pa- 
tient is to compensate for increased iodine 
requirement. After treatment the thyroid 
ceases to discharge thyroid hormone in ex- 
cess; therefore it would seem that, in addi- 
tion to compensating for the increased io- 
dine requirement, iodine therapy also in- 
hibits excessive secretion of the thyroid hor- 
mone. It fulfills this function through the 
anterior pituitary by checking the produc- 
tion and secretion of the thyrotropic hor- 
mone. This mechanism is in sharp contrast 
with the probable action of thiouracil, which 
likely inhibits the production of the thyroid 
hormone — thyroxin —and stimulates the 
production of the thyrotropic hormone of 
the anterior pituitary. The result is some- 
what of a paradox—lowering of the basal 
metabolic rate and marked hyperplasia of 
the thyroid gland. I have never used thiou- 
racil, as I believe more can be accomplished 
with intravenous iodine. The use of iodine 
seems more rational than that of thiouracil. 


It has been shown that there is a great 
increase in the amount of iodine per gram 
of thyroid within five minutes following the 
injection of 50 mg. of potassium iodide in 
the anesthetized dog. The major part of this 
increase occurs within the first few minutes. 
After an hour or more, further increase in 
the iodine content of the gland is negligible. 
In other words, absorption of iodine by the 
thyroid gland is almost instantaneous, but 
assimilation of absorbed iodine and manu- 


. facture of the thyroid hormone are relatively 


slow, occurring in the course of a few hours. 
That the elaboration of the thyroid hormone 
does occur is evidenced by the fact that the 
patient does not go into a hypothyroid state. 
It is quite likely that the thyroid absorbs io- 
dine somewhat more slowly following the in- 
jection of Lugol’s solution, and perhaps even 
more slowly when an organically combined 
preparation such as Organidin is used. There 
is reason to believe that the rate of elabora- 
tion of thyroxin is about the same, however, 
regardless of the iodine preparation used. 


The amount of iodine in 100 minims of 
Organidin is greater than the amount that 
can be absorbed by the thyroid, and the larg- 
er portion of this iodine is excreted in the 
urine. Cattell has suggested that with larger 
doses “more iodine may be taken in the gland 
temporarily with some benefit.”” I am con- 
vinced that there is an abundance of clinical 
evidence to support this suggestion. 
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Conclusion 


Iodine intravenously has been used in all 
types of toxic cases, even in patients with 
coexisting cardiac disease. The fibrillating 
heart usually becomes regular, although in 
a few cases it has been necessary to use 
quinidine also. Histologic examination fol- 
lowing intravenous iodine therapy frequent- 
ly demonstrates that early involution is tak- 
ing place. Even after three to five days the 
gland is firmer and easier to handle surgic- 
ally than the spongy, bleeding gland found 
following treatment with thiouracil. 

The pathology of the toxic diffuse goiter 
treated by intravenous iodine will be dis- 
cussed in a subsequent paper. Anyone in- 
terested in pursuing further the subject of 
iodine metabolism is referred to the splendid 
monograph by Dr. A. W. Elmer, IODINE ME- 
TABOLISM AND THYROID FUNCTION”). 


Discussion 


Dr. William H. Sprunt (Winston-Salem): It has 
long been recognized that iodine in practically any 
form is a big help in hyperthyroidism. I think that 
Dr. McKnight has done us a favor in showing how 
rapidly a patient can be prepared for operation by 
iodine intravenously. 

It has been my exverience in the past several 
years that patients with goiters come for treatment 
earlier than was formerly the case. In a great many 
of the less toxic cases I do not feel that there is 
need for extremely rapid iodization, but in extreme- 
ly sick patients it is unquestionably desirable. 

In our experience thiouracil is rarely needed vre- 
operatively, but we have seen occasional patients 
in whom we thought it was of great help. I agree 
that it should not be used by itself. I think that in 
the extremely toxic cases thiouracil should be given 
over a period of time until the metabolism ap- 
proaches normal; then iodine should be given orally 
for a week, or intravenously for a few days before 
operation. To operate without giving the patient 
iodine is just to get into trouble. 


1. Published by the Oxford University Press, London, 1938. 


Education and medical research.—The man who 
proposes to engage in research requires first a 
broad general education in order that he may de- 
velop an unconscious critical sense, the first line of 
defense against wild and unworkable theories. Some 
men never acquire this discriminative ability nor 
have they the diligence to learn what has already 
been done, and they fall victims to, and sometimes 
become protagonists of procedures which in the end 
do harm to the cause of medical science. Some even 
deserve the cynical comment of a celebrated wit: 
“If you steal from one author, it’s plagiarism; if 
you steal from many, it’s research.” Manifestly this 
remark is unfair to good research. It does, however, 
characterize certain reports which masquerade 
under the name of research. Inquiry usually will 
disclose gaps in the early education of such authors. 
—Ernest E. Irons: Medicine and Education, Ann. 
Int. Med. 25:232 (August) 1946. 
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FALSE-POSITIVE SEROLOGIC TESTS 
FOR SYPHILIS 


PAUL G. REQUE, M.D. 
BIRMINGHAM, ALABAMA 


With the increasing use of serologic danke 
for syphilis as a routine measure in general 
office practice, in premarital] examinations, 
and in industry, the problem of differentiat- 
ing between a true positive reaction and a 
false positive one steadily assumes greater 
importance. 

Sources of Error 


A properly performed serologic test for 
syphilis is undoubtedly one of the most ac- 
curate and reliable laboratory procedures 
known in medicine. Certain limitations must 
be placed upon it as a diagnostic procedure, 
however—particularly since it is well known 
that it is not a specific test for syphilis alone. 
Several diseases, including malaria, infecti- 
ous mononucleosis, leprosy, upper respira- 
tory infections, serum reactions, smallpox 
vaccination, and typhus fever, as well as 
non-syphilitic spirochetal infections, fre- 
quently cause positive reactions to standard 
serologic procedures used in the diagnosis of 
syphilis. In addition, a positive serologic 
test for syphilis is found in individuals 
known not to have syphilis or any other 
disease at the time the test was made—the 
“biologic false-positive” reaction. 

Still another problem is presented by the 
blood donor™, for it has been reported that 
some donors with negative serologic tests 
upon the initial donation may. have weakly 
positive tests upon a second or third dona- 
tion”). The cause for this phenomenon has 
not been explained to date, but the incidence 
of false-positive reactions in such individ- 
uals is said to be at least 0.4 per cent, and 
they constitute an additional clinical prob- 
lem. 

A fourth factor giving rise to false-posi- 
tive reports on blood tests for syphilis is 
laboratory error, due either to faulty tech- 
nique or to a mistake in reporting the test. 
This type of false report is generally dis- 
covered by the accepted procedure of always 
repeating serologic tests for syphilis in pa- 
tients with positive tests who show no con- 


From the Division of Dermatology and Syphilology of the 
Department of Medicine, Duke University School of Medicine, 
Durham, North Carolina, 

1. Barnard, R. D., Rein, C. R.. and Doan, C. A.: False Posi- 

tive Serologic Tests for Syphilis Following Blood Donation, 
Am. J. Syph., Gonor., & Ven. Dis. 80:255-268 (May) 1946. 
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firmatory evidence of the disease. It is much 
more difficult to differentiate false-positive 
tests due to intercurrent disease and to what 
may be called inherent factors in the serum 
of non-diseased individuals; a great deal of 
study may be required before a true evalua- 
tion of the reported positive test may be 
made”, 

It is not fully known why reagin may be 
present in the serum of non-syphilitie indi- 
viduals which will give rise to a positive ser- 
ologic reaction for syphilis. Consideration 
must be given, however, to the fact that 
routine serologic tests are not performed 
with antigenic substances which are syphi- 
litic in nature. Since the Treponema pal- 
lidum is not readily cultured, use is made of 
various lipoidal substances, notably beef- 
heart extracts, which have been found ca- 
pable of producing flocculation or comple- 
ment fixation when introduced into a system 
containing syphilitic serum’. Several inves- 
tigators have attempted to devise serologic 
tests which avoid this unnatural type of re- 
action, notably by employing various strains 
of Treponema pallidum and by utilizing 
methods of fractionating proteins in the se- 
rum. At the present time none of these newer 
tests may be considered greatly more reli- 
able than properly performed serologic tests 
employing standard complement-fixation or 
flocculation techniques. Many of the _ so- 
called “verification” tests cannot distinguish 
between true and false-positive serologic 
reactions any more accurately than routine 
tests mav do. Present investigations by Dr. 
Neurath®), however, seem to offer promise 
in solving the problem. 


Avoidance of Error 


In spite of these difficulties, much can be 
done to avoid the all teco common error of 
diagnosing syphilis in the non-syphilitie in- 
dividual. A careful history will bring to 
light any recent febrile illness or immuniza- 
tion, either of which may give rise to a false- 
positive serologic reaction. A complete phy- 
sical examination will disclose any stigmata 
of early, late, or congenital syphilis. The 
heterophil antibody reaction may reveal un- 


2. Rein, C. R.. and E!sberg, E. S.: (a) Studies of the Inci- 
dence and Nature of False Positive Serolovic Reactions 
for Svphi'is, Am. J. Clin. Path. 14:461, 1944: (b) False 
Positive Serolevic Reactions for Syphilis, with Snecial 


Reference to Those Due to Smallpox Vaccinations (Vac- 
cinia), Am. J. Syph., Gonor., & Ven Dis. 29:393-312 (May) 
1945, 


8. Neurath Hans: False Positive Peactions in the Serology 
of Syphilis: Ven. Dis. Inf.; U.S.P.H.S., Supplement No. 
20; p. 184, 1945, 
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suspected infectious mononucleosis, which is 
known to cause false-positive tests for syphi- 
lis frequently. If the spinal fluid gives a 
positive reaction for syphilis, the diagnosis 
is fairly certain, since false-positive tests 
in spinal fluid are considered decidedly rare. 
Radiologic study of the heart and aorta may 
reveal the presence of disease compatible 
with a diagnosis of syphilis, and the find- 
ing of syphilis in sex-contacts of the individ- 
ual may lead to stronger suspicion-of syphi- 
lis in the patient. 

The serologic titer of the quantitative 
tests for syphilis is usually low in the false- 
positive reactor, and following febrile illness 
the titer falls from week to week, generally 
becoming negative in about three months or 
less. In the newly acquired case of syphilis 
the titer of the quantitative test tends to rise 
progressively. This test also indicates the 
effectiveness of treatment in syphilitic pa- 
tients, and a rising titer after completion of 
therapy may indicate an imminent infectious 
relapse. 


Case Reports 


The following examples from recent case 
studies indicate to some extent the difficul- 
ties involved in the diagnosis of syphilis and 
the procedures which may be used to arrive 
at an acceptable diagnosis. It is readily ap- 
parent that much anguish and unnecessary 
expense might easily result from incomplete 


study of the individual problem. 


Case 1 


P.J.0O., a 19-year-old colored female, was found 
to have a positive Kline flocculation test when she 
applied for work on March 12, 1946. Blood Wasser- 
man, Kahn, and Mazzini tests made on the same 
date were doubtful. The tests were repeated on 
March 15, with the same results. Quantitative de- 
terminations made on the same date revealed the 
Kahn and Mazzini tests to be doubtful in undiluted 
serum, the Kline doubtful in 1:2 and 1:4 dilutions. 
On March 20, a complete history failed to reveal 
any data suggestive of syphilis, and complete phy- 
sical examination was negative. An x-ray of the 
chest was normal. 

Blood serologic tests were repeated on March 28; 
the Wassermann, Kahn, and Mazzini tests were 
negative and the Kline test was doubtful. The quan- 
titative reaction was doubtful in undiluted serum 
for all tests. Repeated tests made on April 10 gave 
the same results, but on May 8 all tests, both rou- 
tine and quantitative, were negative. 

Special serologic tests performed by Dr. Neurath 
confirmed the original impression of a false-posi- 
tive serologic test for syphilis. 


Case 2 


W.E., a 20-year-old white college student, was 
found to have a positive Kline test upon routine 
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serologic examination when he returned to school 
after two years in the Navy. He admitted exposure 
by sex-contact within six months, but he gave no 
history of any lesions, past or present, or of any 
intercurrent illness. A Kline test repeated one week 
later was still positive; Wassermann, Kahn, and 
Mazzini tests were doubtful. Quantitative tests 
were performed one month later; the Kahn and 
Mazzini tests were doubtful in undiluted serum, and 
the Kline test was positive in a 1:2 dilution, doubt- 
ful in a 1:4 dilution. The cardiolipid test was nega- 
tive. 

A complete physical examination on April 12 was 
negative except for mild inflammation of the phar- 
ynx, and acne. No stigmata of syphilis were present. 
A spinal fluid examination performed on that date 
was completely normal. On May 2 quantitative 
Kahn, Kline, and Mazzini tests were negative: the 
tests were repeated two weeks later, and all re- 
mained negative. A special test for differentiating 
between false-positive and syphilitic sera was con- 
firmatory of a false-positive reaction. 


Case 3 


R. M., a 32-year-old white college instructor, was 
under the care of his physician because of a recur- 
rent colitis of unknown cause. During hosvitaliza- 
tion comnlete physical and laboratory studies were 
made, and reneated blood serologic tests for svnhi- 
lis always revealed doubtful Wassermann and Maz- 
7ini reactions and positive Kahn and Kline tests. 
No febrile period was known to have occurred 
either before or during hosnitalization. All lahora- 
torv vnrocedures, including the heterovhil antibody 
agglutination test, were within normal limits. 
Quantitative tests revealed the Kahn reaction to be 
positive in a 1:2 dilution, the Kline test negative, 
and the Mazzini test doubtful in undiluted serum. 

Two weeks after the attack of colitis had sub- 
sided, all serologic tests were negative. Quantitative 
tests repeated one month after the initial serologic 
tests were performed were negative, and special 
tests for serologic false-positive reactions were re- 
ported negative. 


Case 4 


E. B., an 18-year-old white girl, was found to have 
positive blood Wassermann and Kahn tests when 
she was examined for college. The tests were re- 
peated in one week and were still positive. Careful 
history and physical examination revealed nothing 
suspicious of syphilis, and an intact hymen was 
found. Quantitative tests revealed the Kahn reaction 
to be positive in a 1:4 dilution, the Mazzini and 
Kline tests doubtful in undiluted serum. The heter- 
ovhil antibody reaction was positive in a 1:28 dilu- 
tion, which was considered within normal limits. 
Shifting positive and doubtful tests were found dur- 
ing the next three months, and at no time during 
that period were all tests negative. The patient’s 
only living parent was carefully examined and found 
to he free of anything suggestive of syphilis; sero- 
logic tests were negative. 

At the end of the fourth month the patient’s 
sninal fluid was examined and an x-ray was made 
of the heart and creat vessels. Both these examina- 
tions were negative, and all subsequent serologic 
tests on the blood for syphilis. as well as the heter- 
ophil antibody test, were negative. 


Discussion 


The foregoing cases illustrate some of the 
frequently occurring problems of sero-diag- 
nosis in patients who have not had antece- 
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dent illnesses or inoculations which may 
readily explain the occurrence of positive 
blood serologic tests for syphilis. 

The medical aphorism, “Once treated for 
syphilis, always a syphilitic,” is a true one, 
and it is primarily for this reason that great 
care is required in the interpretation of 
serologic tests for syphilis. The mental bur- 
den of the true syphilitic is a heavy one, 
and may weigh on him for a lifetime. It is, 
therefore, advisable that treatment for syph- 
ilis be withheld until the diagnosis is well 
established, and that therapeutic and pro- 
vocative tests be abandoned as diagnostic 
procedures. One or two injections of an anti- 
syphilitic drug may be sufficient to cause a 
positive serologic test in a known syphilitic 
to become and remain negative, and it is not 
beyond reason to assume that it would do 
the same in certain false-positive reactors. 

The layman’s view of the disease is a dis- 
torted one, and in most instances he recoils 
as if struck when the word “syphilitic” is 
applied to him. In order to prevent the pos- 
sible development of syphilophobia, it is im- 
portant to avoid the use of the term “syphi- 
lis” when investigating serologic positive 
tests of doubtful origin, and to obtain fur- 
ther serum for study under a pretext of 
some kind. The experienced physician us- 
ually will not find this difficult. 


Summary 


1. The false-positive serologic test for 
syphilis is increasingly important as mass 
serologic testing becomes more widely used. 

2. Careful history-taking and_ physical 
and laboratory studies, including spinal fluid 
examination and roentgenograms, are 
needed when there is doubt as to the diag- 
nosis. 

3. The quantitative serologic test is of 
great aid in the discovery of false-positive 
reactors. 

4. No widely used “verification” test is as 
yet of incontestable value in distinguishing 
between true and false-positive tests for 
syphilis. 

5. Every means to avoid the development 
of syphilophobia should be used in the in- 
vestigation of patients with positive sero-' 
logic tests of doubtful origin. 


811 South Twentieth Street 
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ABDOMINAL CESAREAN SECTION 
IN ASHEVILLE 


C. N. BuRTON, M.D. 
ASHEVILLE 


Especially outstanding among the changes 
which have taken place in obstetric practice 
during the last three decades has been the 
increased use of cesarean section. In certain 
communities the incidence of cesarean sec- 
tion is as high as 8 to 10 per cent of all de- 
liveries. The high mortality associated with 
this operation indicates not only a very care- 
less consideration of the indications for its 
use, but in many instances a total disregard 
of the contraindications to its performance. 

It is not the purpose of this paper to give 
the indications and contraindications for 
section, or to recommend any particular pro- 
cedures. It is intended merely as a statis- 
tical survey of the abdominal cesarean sec- 
tions done in Asheville during the ten-year 
period from January 1, 1935 to January 1, 
1946. During that time 405 operations were 
performed in the following Asheville hospi- 
tals: Aston Park, Biltmore, St. Joseph, and 
Mission. 


Incidence of Cesarean Section 


A true picture of the incidence of cesarean 
section in Asheville is probably not obtain- 
able. Many women in need of this operation 
are referred to one of the local hospitals 
from other communities where the proced- 
ure cannot be done. This report includes 
sections performed on colored patients. but 
does not include vaginal deliveries of col- 
ored patients. Furthermore, home deliveries 
are not taken into consideration. 


Table 1 


Incidence of Cesarean Section in Asheville Hospitals 
1935-1946 


Aston 
Mission Biltmore St. Joseph Park Total 


No. deliveries 3084 1585 3079 1877 9625 
No. cesarean 


sections 140 178 60 27 #8405 
Incidence - 
of sections 45% 11.2% 1.99% 1.4% 4.2% 


The incidence of cesarean section in Ashe- 
ville hospitals (table 1) is on a par with 
that in other communities. In most hospitals 
the incidence ranges from 2 to 6 per cent. 
There is considerable variation in incidence 
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among the Asheville hospitals. Undoubtedly 
the incidence is higher where the obstetri- 


cian performs his own sections. 
Types of Section Done 


The types of section done in this series 
are shown in table 2. In many cases it was 
difficult to classify the procedure used. ex- 
cept as some type of classical operation. A 
true description of the operation was not 
always given. 


Table 2 
Types of Section 
Classical 
59 
39 
Laparotrachelotomy 


There were some cases in which a hyster- 
ectomy was done after section, but there 
were no true Porro operations described, 
and no extraperitoneal sections were done. 


Indications 


The indications given for section are as 
follows: 


232 
Repeat section 

With disproportion .......... 33 

Without disproportion 9 
PUrposes 27 
Premature separation placenta —............. 22 
Petal 9 
Cardiovascular-renal disease 5 
Dystocia (uterine and cervical). el 5 
Preeclamptic toxemia 5 
Ruptured uterus ................ 2 
1 
Pulmonary tuberculosis -........................... 1 
Tuberculosis of cervix and vagina.......... 1 
Varicose veins of vulva .........................-.- 1 
Unclassified or not clear .........................- 5 


Mortality and Morbidity 


There were 5 maternal deaths in the series 
—a mortality rate of 1.21 per cent. The 
mortality rate varied with the type of sec- 
tion. No deaths occurred in 72 laparotra- 
chelotomies, so that the mortality rate for 


Table 3 
Causes of Death 
3 
Pulmonary embolism 1 


Generalized septicemia following 
1 
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the classical sections is raised to 1.5 per cent. 
The causes of death are given in table 3. 

Morbidity (a temperature of 100.4 F. or 
more for two or more consecutive days, not 
including the first twenty-four hours post- 
operative) occurred in 111 cases, or 27.9 per 
cent. The morbidity rate in colored patients 
was greater than 65 per cent. The morbidity 
following laparotrachelotomies was only 2.7 
per cent, while the classical operations car- 
ried a morbidity of 33.3 per cent. The causes 
of morbidity are shown in table 4. 


Table 4 
Causes of Morbidity 


Infection of respiratory tract 7 
Infection of abdominal tract 4 
Infection of genito-urinary tract 4 
Retained lochia ............. 4 
Tieus _.......... 3 
1 
1 
Unknown 5 
Unclassified ........... 56 


Factors influencing morbidity 

An attempt was made to find out what 
factors affect the morbidity rate in abdomi- 
nal cesarean section. First of all, the effect 
of extra surgery was investigated, and _ it 
was found that further surgery such as tubal 
ligation or myomectomy was done in 146 
cases. The morbidity rate for these cases 
was 26 per cent, which was lower than that 
for the entire series. 

In cases of premature separation of the 
placenta the morbidity was 52 per cent; in 
the group with placenta praevia it was 47 
per cent. In those cases where it was speci- 
fied that the membranes were ruptured, the 
morbidity was increased to 62 per cent, as 
contrasted to the general morbidity rate of 
28 per cent. In cases where the cervix was 
not dilated the morbidity was 21 per cent. 
When the cervix was dilated three fingers’ 
breadth or less, the morbidity was 46 per 
cent, and in those cases with more than 
three fingers’ dilatation it increased to 58 
per cent. 

Trial of labor likewise appears to increase 
the morbidity, although the number of cases 
is small and it is therefore unwise to draw 
too many conclusions. The duration of labor 


before section is shown in table 5. 
Table 5 
Duration of Labor before Section 
8 or not 
Hours of labor: 0 2 4 6 more specified 
No. cases $25 4 9 FT «86 18 
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Apparently the morbidity rate increases 
with the number of rectal examinations, and 
greatly increases with the number of vaginal 
examinations. Statistics cannot be offered to 
support these conclusions, as the records 
were not clear enough in many cases. 

The effect of anemia on the morbidity rate 
is shown by the fact that patients with a 
hemoglobin of 60 per cent or less had a mor- 
bidity rate of 80 per cent; in those with a 
hemoglobin of 60 to 75 per cent the morbid- 
ity was 52 per cent, while in those with a 
hemoglobin of 75 per cent or better the mor- 
bidity dropped to 22 per cent. These figures 
would have been much more striking if 
routine determinations of the hemoglobin 
level had been made. 

The effect of the length of the operation 
is shown in table 6. In general, the longer 
the operating time, the greater was the 
morbidity rate. 

Table 6 
Length of Operation and Its Effect on Morbidity 


Minutes Cases Morbidity 


0-20 94 17% 
20-30 144 25% 
30-40 120 31% 
40-50 101 38% 
50-60 36 46% 
60 or more 4 15B% 

Conclusion 


The 405 abdominal cesarean sections re- 
viewed in this study include the majority 
of such operations performed in Asheville 
from 1935 to 1946. The incidence of sec- 
tions, tvpes of operations performed, indica- 
tions for section, mortality, morbidity, and 
causes of morbidity were analyzed. I hope 
that this paper will stimulate further study 
of the records in Asheville and other com- 
munities, and that the quality and complete- 
ness of records in obstetric cases will be im- 
proved, so that more accurate conclusions 
may be drawn. 

Discussion 


Dr. R. A. White (Asheville): Our situation in 
Asheville is a bit peculiar, in that there are four 
general hospitals which admit patients referred 
from a radius of perhaps one hundred miles. The 
fact that many of the complicated labor cases are 
sent to Asheville for delivery may account to some 
extent for the increased incidence of cesarean sec- 
tion in our community. 

At the Mission Hospital about 75 per cent of the 
deliveries are performed by obstetricians and 25 per 
cent by the general practitioners who are allowed 
courtesy privileges in the hospital. At the Biltmore 
Hospital practically all of the work is done by ob- 
stetricians. At St. Joseph and Aston Park a large 
amount of obstetric practice is done by general 
practitioners and obstetricians who do not do their 
own sections, 
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DIAGNOSIS AND EARLY MANAGE- 
MENT OF INHALED AND INGESTED 
FOREIGN BODIES 


GEORGE B. FERGUSON, M.D. 
DURHAM 


The average physician is interested in two 
phases of the problem of foreign bodies in 
the air and food passages: (1) how to make 
the diagnosis, and (2) what to do with the 
patient once the diagnosis has been made. 
This discussion is limited to these two 
phases. 


Diagnosis 


History and symptoms 

The history of choking on a foreign object 
is the one most valuable aid in making the 
diagnosis. Sometimes, however, a story of 
choking may be obtained when no foreign 
body is present, and unfortunately, infants 
or young children may inhale a foreign body 
when no one is around to witness. In some 
cases foreign objects may be ingested with 
suicidal intent, and the act denied. Occa- 
sionally, too, inhalation or ingestion of a 
foreign body may so far precede the onset 
of symptoms that the original accident has 
been forgotten. Great weight, however, must 
be attached to a positive history obtained 
from a reliable patient or witness, especially 
if the story follows, in large measure, the 
normal sequence of events for the type of 
foreign body. 

Inhalation of a foreign body occurs most 
often in infants and children of the crawling 
age. The usual story is as follows: While a 
child is playing, he finds some object and 
places it in his mouth. If the mother sees 
the child, she is naturally alarmed and shows 
it. Her alarm frightens the child, who takes 
in a deep breath in preparation for a ery. 
With the deep inspiration the foreign object 
is carried into the tracheo-bronchial tree, 
where it descends to a level corresponding 
to its size. There it lodges. For the first few 
moments, breathing is made extremely diffi- 
cult by spasm of the glottis. The child may 
become cyanosed. Following this interval of 
choking there is a period of violent cough 
which may last for fifteen to twenty min- 
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OBSTRUCTIVE ATELECTASIS 


Fig. 1. Air cannot enter or leave the right lung, 
and atelectasis results. 


utes. At the end of this time the child be- 
comes accustomed to the presence of the 
foreign body, and the cough reflex becomes 
blunted, so that there is a period of freedom 
from cough. Sometimes this quiet period is 
immediately preceded by vomiting induced 
by the violent cough. This occurrence may 
lead one to suppose that the offending ob- 
ject has been expelled during the vomiting 
act. The period of freedom from cough is 
misleading to the parents but should not be 
so to the physician, who must expect it to 
occur. 

Ingestion of a foreign body occurs most 
often in elderly adults. Ineffective mastica- 
tion due to edentia or to ill-fitting dentures 
may cause large, unchewed boluses of food 
to become lodged in the esophagus. Patients 
who wear dentures lose sensation from the 
palate, so that hard or sharp portions of 
food may be unconsciously accepted. Thus, 
portions of bone with meat attached can be 
swallowed, only to lodge above the stomach. 
If a sharp spicule of bone is included in the 
swallowed mass, or if the object itself is 
sharp-pointed, the patient will complain of 
a sticking sensation every time he swallows. 
This sensation is usually constant in loca- 
tion. The lodgment of a large bolus of food 
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OBSTRUCTIVE EMPHYSEMA 


Air can enter but not leave the right lung, and 

emphysema results. 
in the esophagus may render the patient un- 
able to swallow further food or even fluid, 
and make it necessary for him to spit out 
saliva. Infants and children, too, ingest for- 
eign objects, but these are more often in the 
nature of coins, toys, or other metallic ob- 
jects. 

Physical signs 

In the case of ingested foreign bodies the 
signs that may be elicited by the physician 
are very few. A very large foreign object 
lodged high in the esophagus may compress 
the airway, causing wheezing or labored 
breathing. Palpation of the neck may reveal 
local tenderness. One may notice the pres- 
ence of excessive saliva in the mouth, and the 
necessity to expectorate frequently. Exami- 
nation of the hypopharynx by mirror should 
reveal any object lodged above the level of 

ne larynx. Excessive saliva accumulated in 
the pyriform sinuses indicates blockage of 
the food tube at a point farther down. 

The signs of aspirated foreign bodies are 
more numerous and varied. If the object is 
of large size, sudden and fatal asphyxia may 
promptly follow its lodgment. Smaller ob- 
jects often cause a wheeze which may be 
heard by listening at the patient’s opened 
mouth. Free, loose, or unimpacted foreign 
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Fig. 2. Twenty-five cent piece in the upper 

esophagus. 
objects may move rapidly up and down in 
the trachea, carried by the currents of 
respired air. On reaching the lower surface 
of the vocal cords they hit with a sharp slap 
which may be heard as a thud, or may be 
felt by the palpating hand placed over the 
larynx. 

Deviation of the trachea from its normal 
midline position will accompany shift of the 
mediastinal contents when the foreign ob- 
ject produces either atelectasis or emphy- 
sema. A clear knowledge of the mechanism 
by which obstructive emphysema or atelec- 
tasis may be produced will aid in under- 
standing the changing signs that may occur 
with foreign bodies in the bronchi (fig. 1). 
Since the diameter of the trachea and bron- 
chi increases during inspiration and de- 
creases during expiration, a foreign object 
just large enough to block the air passage 
during expiration may permit inspired air 
to pass beyond it and become trapped in the 
bronchus. The resulting distention of the 
affected side pushes the heart and trachea 
toward the unaffected side. Expansion of 
the chest will be limited over the affected 
side. The percussion note will be hyper- 
resonant or tympanitic, and on auscultation 
it will be noted that the breath sounds are 
decreased. Moist and wheezing rales may be 
heard, either during inspiration or during 
expiration. 

The mechanism producing obstructive 
atelectasis is still simpler. The foreign body 
lodges at a point where it completely fills the 
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Fig. 3. Prune seed in the esophagus below the 
level of the clavicles. 

bronchial lumen during expiration and in- 
spiration. Air is soon absorbed from the 
blocked portion, which then shrinks in size. 
The trachea and heart will be shifted toward 
the affected side, and expansion will be de- 
creased on the affected side. The percussion 
note will be dull or flat, and the breath 
sounds diminished. Coarse or wheezing rales 
may be heard over the affected side. 

If much pulmonary irritation or infection 
has set in, the temperature and white blood 
cell count will be elevated. 

X-ray findings 

X-ray or fluoroscopic examination should 
provide positive identification of a metallic 
foreign body (fig. 2). The roentgenologist 
must examine the patient from the level of 
the vault of the nasopharynx to the level of 
the ischial tuberosities before he can state 
that there is no opaque foreign body in the 
air or food passages. 

The roentgenologist must rely on other 
methods to demonstrate the presence of non- 
opaque objects. Non-opaque objects in the 
esophagus may be demonstrated by giving 
the patient a swallow of barium under the 
fluoroscope. Complete obstruction is obvi- 
ous; partial obstruction is less easily demon- 
strated by this method (fig. 3). If this type 
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Fig. 4. Chicken bone below the cricopharyn- 
geus, demonstrated by a barium-filled capsule. 


of examination fails to reveal the foreign 
body, a barium-filled capsule may indicate 
the level of obstruction (fig. 4). Small ob- 
jects such as fish bones may often be located 
in this fashion (fig.5). Special mixtures, 
such as rugar, may adhere to the foreign 
body and outline it, so that it can be demon- 
strated. 

In the case of non-opaque foreign bodies 
in the lungs the roentgenologist must de- 
pend upon finding evidence of obstruction. 
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Fig. 5. Fish bone at the level of the arch of the 
aorta, demonstrated by a barium-filled capsule. 


He may note atelectasis (fig. 6) or obstruc- 
tive emphysema (fig. 7). Sometimes these 
changes are complicated by inflammation, 
so that a foreign body may be mistaken for 
pneumonia or lung abscess. 


Management 


Even when the diagnosis of a foreign body 
is certain, it is sometimes difficult to decide 
what course to pursue. Many ingested for- 
eign bodies can safely be watched with the 


Fig. 6. Atelectasis and pneumonitis of the left 
lower lobe due to a bean. 


X-ray four months later, following removal of 
the bean and repeated bronchoscopic aspirations 
to clear residual infection. 
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Fig. 7. Emphysema of the right lung due to a 


peanut. 


patient at home. Small coins. bobby-pins, 
and even the common straight pin may pass 
through the entire intestinal tract without 
causing perforation or obstruction. As a 
rule, a foreign body that passes through the 
pylorus will safely make the rest of the 
journey. The progress of such foreign bodies 
should be checked frequently by fluoroscopy 
or x-ray. Prolonged arrest at any point may 
make laparotomy necessary. The patient 
should be given his usual diet. and laxatives 
must not be administered. The physician 
should watch for signs of perforation and 
peritonitis. Since the bronchoscopist can 
easily remove opaque foreign bodies from 
the stomach, it seems unwise to permit large 
or sharp-pointed objects to leave the stom- 
ach. 

Some inhaled foreign bodies cause severe 
strangulation by lodging in the larynx or 
trachea. Patients so affected may be saved 
only by immediate tracheotomy. These emer- 
gencies must be treated locally. A loose for- 
eign body may suddenly lodge between the 
vocal cords, causing asphyxia; for this rea- 
son such patients should be closely watched 
until the object has been removed. The early 
removal of some objects is especially desir- 
able. A peanut lodged in the lung quickly 
induces pneumonitis by its irritant quality; 
a dried bean, coming into contact with 
moisture in the bronchus, may swell far be- 
yond its original size, making removal diffi- 
cult; sharp-pointed objects, such as bones, 
pins or tacks, may cause perforation. In all 
of these instances, however, adequate time 
for careful study and consideration is usual- 
lv available. 
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X-ray following removal and treatment. 


Conclusion 


If physicians in general would educate 
their patients to be more foreign-body con- 
scious—and I take this opportunity to urge 
them to do so—many serious foreign-body 
problems would be solved. If parents were 
warned not to give nuts in any form to chil- 
dren under 6, and if mothers were trained to 
the habit of always closing safety pins, some 
of the problems which beset the physician 
and the bronchoscopist would be eliminated, 
and many a child would be saved from un- 
necessary illness and pain and, possibly, 
from death. 


From time immemorial man has considered health 
as his rightful heritage, and has therefore resented 
disease as a misfortune visited upon him by malig- 
nant external influences.—Edward J. Stieglitz, M.D., 
A Future for Preventive Medicine, The Common- 
wealth Fund, 1945. 


Tuberculosis has been a serious problem to the 
health authorities in every country where war 
means greatly lowered living standards, extreme 
overwork, and a governmentally regulated diet 
which has not yet proven’ adequate when rationing 
becomes severe. In England and Germany, two 
countries in which tuberculosis authorities were 
questioned, the war presented the ideal set of con- 
ditions optimum for the incubation and transmis- 
sion of pulmonary tuberculosis. There now appears 
sufficient evidence to warrant the conclusion that 
this new type of warfare—namely the bombing of 
city areas for strategic purposes—compounds the 
problem of tuberculosis in wartime.—George A. 
Wulp, M.D. The Effect of Bombing on Health and 


Medical Care in Germany, October, 1945. 
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SYNCOPE AS A DIAGNOSTIC 
PROBLEM 


EARL W. BRIAN, M.D. 
RALEIGH 


Syncope (from the Greek synkope, cutting 
short) in medical terminology refers to sud- 
den and temporary loss of consciousness, 
collapse, or fainting. Attacks of syncope may 
occur at irregular intervals over short 
periods of time, or the patient may be sub- 
ject to such attacks throughout life, depend- 
ing on the etiology and mechanism of the 
attacks. Dizziness, vertigo, or convulsions 
may accompany syncope, but they should not 
be confused with it. 

Generally speaking, the mechanisms pro- 
ducing syncope may be divided into four 
fairly well-defined groups—namely, cardio- 
vascular, endocrine, neurogenic, and psycho- 
genic. Unconsciousness resulting from card- 
iovascular disorders is, as a rule, due to a 
sudden transitory diminution or cessation 
of cerebral blood flow. Metabolic disturb- 
ances may result in sudden loss of conscious- 
ness by producing hypoglycemia or lowering 
of the blood pressure, or both. Psychogenic 
and neurogenic fainting results from psycho- 
neurotic and neurologic disturbances, respec- 
tively. The latter is due to suddenly chang- 
ing intracranial pressure and an associated 
variation in the cerebral arterial circulation. 


Cardiovascular Syncope 


Cardiovascular disturbances producing 
syneope may be further divided into those 
primarily cardiac in origin and those pri- 
marily vascular in origin. 

Syncope of cardiac origin 

In this group certain arrhythmias are 
most important. One of the most commonly 
known and seldom encountered causes of 
fainting is the so-called Adams-Stokes syn- 
drome. In this condition there is a tempo- 
rary ventricular standstill and a consequent 
cessation of the forward propulsion of blood. 
The Adams-Stokes syndrome may be recog- 
nized by the complete absence of heart 
sounds during the attack. Between attacks 
the pulse is extremely slow, usually between 
30 and 40 per minute. The electrocardio- 
gram confirms the diagnosis by showing 
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complete dissociation of the auricular and 
ventricular complexes. 

Paroxysmal auricular fibrillation can us- 
ually be suspected when the patient himself 
notes irregularity of the pulse at the onset 
of syncope or immediately after recovery. 
During the paroxysm the heartbeat is total- 
ly irregular, the blood pressure is lowered, 
and a pulse deficit is usually present. The 
patient often has a weak, thready pulse, and 
there is perceptible variation of the pulse 
volume. The diagnosis is confirmed by the 
electrocardiogram, which shows very rapid, 
irregular auricular waves and a completely 
irregular ventricular response. 

Paroxysmal auricular flutter may be 
ushered in by fainting, which is due to a 
drop in the blood pressure associated with 
the onset of “circus movement’’—waves of 
electrical impulses circulating about the 
great veins at the base of the heart. These 
impulses are discharged regularly, at a rate 
of 200 to 400 per minute. The ventricles are 
unable to respond at such a rapid rate, and 
a second-degree heart block results. The 
pulse is usually regular, feeble. and ranid, 
and the condition must be differentiated 
from paroxysmal auricular tachveardia and 
ventricular tachycardia. The diagnosis is 
proved by the electrocardiographic finding 
of regular auricular oscillations at the rate 
of 200 to 400 per minute, with a relatively 
slow ventricular rate. 

Paroxysmal tachycardia, either auricular 
or ventricular, may be suspected when the 
attack of unconsciousness follows the sud- 
den onset of a very rapid, regular pulse. 
This disturbance of the pulse beat is due to 
an extremely rapid discharge of impulses 
from some point in the ventricles or auricles 
other than the sinus node. The attack of 
unconsciousness may last only a few min- 
utes. The diagnosis may be suspected clin- 
ically, but must be proved, if possible, by 
the use of the electrocardiogravh during an 
attack. In tracings made during a parox- 
ysm of auricular tachycardia one sees essen- 
tially a series of auricular premature beats 
at a constant rate between 120 and 240 per 
minute, usually without auriculo-ventricular 
block. It is rarely possible to obtain a trac- 
ing during an attack of this type of ventr?- 
cular arrhythmia, as it is associated with 
heart disease carrying a grave prognosis, 
and usualy leads to ventricular fibrillation. 
In such cases tracings show essentially a 
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succession of ventricular extrasystoles, with 
a rate between 120 and 180 per minute. 

Acute congestive heart failure, particular- 
ly with sudden onset, may be associated with 
unconsciousness. A history of dyspnea and 
orthopnea, and the findings of fullness of 
the neck veins, rales at the lung bases, de- 
pendent edema, liver enlargement, and evi- 
dence of organic changes in the heart should 
lead one to make a correct diagnosis. 

The syndrome of acute coronary occlusion 
with myocardial infarction occasionally is 
accompanied by collapse of the circulation 
and loss of consciousness. There usually are 
premonitory symptoms that give a clue to 
the diagnosis, such as precordial pain radi- 
ating to the neck, arm, or epigastrium. Fur- 
ther clinical observation, plus the use of 
such laboratory facilities as the electrocard- 
iograph, leukocyte counts, and determina- 
tions of the sedimentation rate should be 
useful in confirming the diagnosis. The 
syndrome of angina pectoris is very rarely 
associated with fainting, and when it is one 
should look further for some other contribu- 
tory cause, such as heart block or parox- 
ysmal arrhythmia. 

Aortic regurgitation and aortic stenosis, of 
luetic, rheumatic, or atheromatous etiology, 
may occasionally be associated with syncopal 
attacks, and these are recognized by the 
water-hammer pulse, high pulse pressure, 
aortic diastolic murmur, and absence of aor- 
tic second sounds. 


Syncope of vascular origin 


Postural or orthostatic hypotension may 
occur spontaneously or may follow extensive 
sympathectomy. Normally, one 
changes from a supine to a standing posi- 
tion, the systolic blood pressure falls very 
little if any, and the diastolic usually rises 
slightly. Certain individuals with wide- 
spread abnormalities of the sympathetic 
nervous system may have a marked drop in 
both the systolic and the diastolic pressure 
on changing from a supine to a standing 
position, or on standing for long periods of 
time’. The diagnosis of postural hypoten- 
sion may be suspected from the history of 
fainting on standing, and may be proved 
by demonstrating a drop in the blood pres- 
sure when the patient rises from a lying to 
a standing position. Patients with febrile or 

1, Meakings, J.: Arterial Hypertension and Hypotension and 


Their Clinical Significance, Physiol. Rev. 7:481-497 (July) 
1927, 
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debilitating illnesses, and individuals con- 
valescing from such illnesses also may sud- 
denly “black out” on exertion or on stand- 
ing. 

Stimuli originating in various parts of 
the body, such as the gastrointestinal 
tract, gallbladder, peritoneum, and pleura, 
may produce marked slowing or transitory 
standstill of the heart by reflex action, the 
efferent impulses passing over the vagus 
nerve. 

Carotid sinus syncope is a type of fainting 
caused by hyperactivity of the carotid sinus 
reflex. It may result from marked slowing 
of the vulse, from a drop in the arterial pres- 
sure, or from the direct effect of the carotid 
sinus stimulus on the central nervous system 
(central nervous type of carotid sinus re- 
sponse), This condition may be diagnosed 
by compressing the carotid sinus (which lies 
at the bifurcation of the carotid artery in 
the neck) between the palpating finger and 
the transverse process of the cervical verte- 
bra. First one carotid sinus and then the 
other should be compressed, and never both 
simultaneously. In individuals subject to 
carotid sinus syncope fainting results im- 
mediately on such pressure. Heymans and 
his co-workers®) have shown that increased 
sensitivity of the carotid sinus may result 
from the administration of digitalis. 

Attacks of fainting may be associated 
with cerebral artery disease, such as arterio- 
sclerosis, syphilis, or arterial hypertension. 
In these conditions there may be a transitory 
cerebral arterial spasm. Aids in the diagno- 
sis of these conditions are blood pressure 
readings, Wassermann tests, and the finding 
of an arcus senilis or arteriosclerosis of the 
peripheral arteries. 

In acute blood loss and traumatic shock 
cerebral anoxia may cause sudden loss of 
consciousness. 


Syncope Due to Endocrine Disturbances 


Two conditions are particularly important 
in this group—namely, hyperinsulinism and 
Addison’s disease of the adrenals. Hyper- 
insulinism, due either to an overdosage of 
insulin or to hypertrophy, hyperplasia, or 
tumor of the islands of Langerhans of the 


2. Ferris, E. B., Capps, R. B., and Weiss, S.: Carotid Sinus 
Syncope and Its Bearing on the Mechanism of the Un- 
conscious State and Convulsions, Medicine 14:377-456 
(Dec.) 19385. 

8. Heymans, C., Bouckaert, J. J., and Regniers, P.: Le 
sinus carotidien et la zone homologue cardio-aortique 
Paris, G. Doin, 19383. 
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pancreas, is really a form of hypoglycemic 
shock. Hypoglycemia may be attended by 
various degrees of cerebral disturbance, 
ranging from dizziness to fainting or even 
convulsions. The attacks usually come on 
several hours after meals and are preceded 
by nervousness, hunger, irritability, restless- 
ness, sweating, and dizziness. Often patients 
are aware that they can avert such attacks 
by eating carbohydrates or proteins. The 
diagnosis may be proved by finding a low 
blood sugar during an attack, or by demon- 
strating increased sugar tolerance by means 
of a glucose tolerance test. 

Fainting may be a prominent symptom of 
Addison’s disease of the adrenal glands. This 
condition may be recognized by pigmenta- 
tion of the skin, lowered blood pressure, ex- 
treme weakness and exhaustion, dizziness, 
nausea, and vomiting. The blood sodium 
level is lowered, and the blood potassium 
increased. X-rays of the adrenal areas may 
show evidence of calcification in one or both 
of the adrenal glands. 


Neurogenic Syncope 


Intracranial tumors, aneurysms, and hem- 
angiomas associated with attacks of uncon- 
sciousness may be identified by a history of 
associated neurologic symptoms and by a 
neurologic examination. Epilepsy of the 
petit mal variety occasionally may be char- 
acterized by convulsicns so mild as to be 
mere fainting attacks. Careful inquiry into 
the patient’s family and past history, neu- 
rologic and psychiatric evaluation, and elec- 
troencephalography will usually lead one io 
suspect petit mal. A therapeutic trial with 
anticonvulsant drugs may be helpful in mak- 
ing a diagnosis. 


Psychogenic Syncope 


In hysterical fainting it is doubtful that 
the patient really becomes unconscious. The 
corneal and tendon reflexes are not dis- 
turbed, and the eyelids resist opening. Often 
a history of psychic trauma and other neu- 
rotic disturbances can be elicited. 

Neurotic hyperpnea washes carbon di- 
oxide from the blood, and may produce syn- 
cope when the patient stands upright. 

Neurocirculatory asthenia with syncope 
can be recognized by the usual symptoms 

4. Craig, H. R., and White, P. D.: Etiology and Symptoms 


of Neurocirculatory Asthenia, Arch. Int. Med, 53:633-648 
(May) 1934. 
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of palpitation, precordial pain, conscious- 
ness of respiratory effort without true dysp- 
nea, and exhaustion on slight effort. In 
such cases evidence of organic heart disease 
and hyperthyroidism is lacking. 

Healthy individuals may faint on sight 
of blood, on confinement within hot or stuffy 
rooms, from fright, and from other emo- 
tional stimuli. Such fainting is accompanied 
by pallor, sweating, a drop in arterial pres- 
sure, and bradycardia. Apparently the 
bradycardia and peripheral vasodilatation 
caused by widespread reflex mechanisms are 
responsible for this type of fainting, given 
the name “vasovagal” syncope by Lewis”. 


Summary 


Various causes of syncope have been di- 
vided for purposes of differential diagnosis 
into four groups: cardiovascular, endocrine, 
neurogenic, and psychogenic. The recogni- 
tion of disorders falling in these groups has 
been discussed. 


5. Lewis, T.: Lecture on Vasovagal Syncope and the Carotid 
Sinus Mechanism, Brit. M. J. 1:873-876 (May 14) 1982. 


Study Shows “Flu” Virus Exists in Several Forms 

The influenza virus, an almost infinitesimally 
minute living particle, not only exists in several 
forms, but these forms are quite different and indi- 
vidualistic, as if they were different species of ani- 
mals. This is the conclusion of Dr. Jonas E. Salk, 
of the University of Michigan, from investigations 
conducted with the aid of the Commission on Influ- 
enza of the Army Surgeon General’s Office. Determ- 
ination of differences between strains is essential 
for preparation of more effective vaccines. 

Since virus particles are too small to be seen, 
differences can be found only in their behavior in 
certain physiologic and chemical tests. It has been 
recognized for some years that there are two major 
types—Influenza A and Influenza B. The maladies 
caused by these are indistinguishable so far as overt 
symptoms are concerned, but their immunologic re- 
actions are quite different. A vaccine prepared from 
A virus is of relatively little use in protecting a 
person from influenza caused by B virus. The vac- 
cine used by the Army is prepared from a mixture 
of both. 

Dr. Salk’s experiments show that within these 
two types there are highly individualistic strains. 
Since the flu viruses were first isolated, several con- 
tinuous hereditary lines have been maintained at 
various laboratories. He tested some properties of 
these strains — especially a blood-agglutinating 
ability—under various degrees of heat. Heat tends 
to speed up chemical and physiologic processes. 
Quite marked differences were found. 

These sub-cellular organisms seem bound by some 
fairly rigid law of heredity. Differences tend to be- 
come stabilized in families and persist. Techniques 
evolved for finding these differences promise to be 
of some value in preparing more effective vaccine, 
the value of which now has been conclusively dem- 
onstrated by the army’s tests with great numbers 
of men during the last year of the war. 


| 
} 
t 


606 NORTH CAROLINA MEDICAL JOURNAL 


THE CLINICAL IMPORTANCE OF THE 
RH BLOOD TYPE 


J. BUREN SIDBURY, M.D. 
WILMINGTON 


Few medical discoveries have been so fas- 
cinating and stimulating as that of the Rh 
factor. The Rh factor was first recognized 
in 1940, when Landsteiner and Wiener in- 
jected the red blood cells of monkeys into 
rabbits, and demonstrated that the rabbits 
developed a substance in their serum which 
agglutinated a high percentage of human 
red cells. This substance was designated as 
the Rh factor because it was a constant 
finding in the Rhesus monkey’s red blood 
cells. Those human red cells which were 
agglutinated by this substance were desig- 
nated Rh-positive; those not agglutinated 
were Rh-negative. 

In 1940 Levine demonstrated in the serum 
of a number of women who had had re- 
peated abortions an antibody similar in ac- 
tion to the antibody produced by the Rh 
factor. Following this lead, he examined the 
blood of a number of mothers who had given 
birth to erythroblastotic babies, and found 
that most of them had this isoagglutinin in 
their blood and were Rh-negative. The per- 
centage of Rh-negative women in this study 
was much higher than that in the general 
population. 

Seven years earlier —in 1933 — Stetson 
had reported the case of a young woman 
who, after five successful pregnancies, had 
serious transfusion reactions when her hus- 
band’s blood was used, but none when she 
was given transfusions from her brothers. 

In 1942 the army appointed Dr. L. K. 
Diamond chairman of a committee to inves- 
tigate transfusion reactions occurring in the 
armed forces. Many soldiers were haying 
severe transfusion reactions from pooled 
blood. Most of us are familiar with the 
magnificent piece of work Dr. Diamond did 
on this committee. 


Mode of Development of Hemolytic 
Anemia of the Newborn 


The Rh factor is present in the red blood 
cells of 85 per cent of the white population. 
It is also said to be present in the liver, 


Read before the Section on the General Practice of Medicine 
and Surgery, Medical Society of the State of North Carolina, 
Pinehurst. May 8, 1946. 

From the Babies Hospital, Wilmington, N. C. 
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spleen, kidneys, salivary glands, and body 
fluids of these individuals. The Rh factor 
develops in the fetus about the twelfth week 
—hence its importance in obstetrics. When 
an Rh-negative woman is pregnant with an 
Rh-positive fetus, the red cells of the fetus 
may enter the maternal circulation and stim- 
ulate the formation of antigens. The break in 
continuity of the placenta, which allows fetal 
red cells to enter the maternal circulation, 
also allows the mother’s serum to enter the 
baby’s circulation. If anti-Rh antigen is 
present in the mother’s serum, it acts on 
the baby’s red cells and produces an antigen- 
antibody reaction in the baby. The higher 
the anti-Rh titer, the greater the damage 
done to the baby. 

Hemolytic disease of the newborn should 
be the proper classification for this disease 
syndrome. Under this heading, erythroblas- 
tosis fetalis, hydrops fetalis, and idiopathic 
anemia without jaundice should be placed. 

If the Rh-negative mother has not had 
blood injected previously, either intramus- 
cularly or intravenously, she should have no 
trouble with her first pregnancy. It is dur- 
ing the first pregnancy with an Rh-positive 
fetus, however, that the Rh-negative mother 
becomes sensitized to the Rh factor and de- 
velops an anti-Rh antigen which may pre- 
vent her from having any more normal 
babies. If the father is homozygous Rh-posi- 
tive, the chances are nil that any child of 
the union will be Rh-negative. If the father 
is heterozygous Rh-positive, there is a 50-50 
chance that the children will be Rh-negative 
and therefore immune to the anti-Rh antigen 
in the mother’s blood. This information 
should be obtained by testing the father’s 
blood. 


Differential Diagnosis 


When a baby is born with jaundice, anem- 
ia, or both, the following conditions must 
be considered in the differential diagnosis: 
physiologic jaundice, prematurity, intra- 
cranial hemorrhage, hemorrhagic disease of 
the newborn, hemolytic disease of the new- 
born, congenital syphilis, sepsis of the new- 
born, familial acholurie jaundice, and Win- 
ckel’s disease. 

In icterus gravis of the newborn the jaun- 
dice is due to a hemolytic anemia, and is 
usually associated with an enlarged liver 
and spleen. The anemia may not be pro- 
nounged at birth, but may develop very 
rapidly, and a fatal termination may occur 


4 
i 
ge 
£ 
; 
i 
- 
: : 
4 
= 


November, 1946 


before one realizes the gravity of the case. 
The blood picture may show a normal hemo- 
globin and cell count, or it may show a pro- 
found anemia with a hemoglobin as low as 
twenty-five per cent and. a red cell count 
around 1,500,000. Usually, however, there 
is an increase in nucleated red blood cells. 
This increase is usually significant. When it 
is present, a complete blood count should be 
done every six to eight hours. Hemolytic 
anemia shows up most often on the second 
and third days in severe cases. 


Treatment 


Whenever the presence of anti-Rh antigen 
in the mother’s blood is suspected, one 
should be prepared before delivery by hav- 
ing immediately available an Rh-negative 
donor. If the infant shows signs of hemo- 
lytic anemia, two or three transfusions of 
Rh-negative compatible blood are usually 
necessary. He should be given a transfusion 
daily as long as indications warrant. 

In more severe cases it is my belief that 
an exsanguination transfusion is the most 
logical procedure to stop the hemolytic pro- 
cess and at the same time substitute nega- 
tive red cells which will not be destroyed by 
the anti-Rh antigen which the baby has re- 
ceived from the mother’s serum. This pro- 
cedure consists in withdrawing blood from 
the superior longitudinal sinus while an- 
other operater gives blood by one of the 
other veins—by the umbilical vein if the 
baby is only one or two days old, or by any 
of the other superficial veins. If necessary 
a vein can be exposed to be sure that a little 
more blood is being given than is being 
taken out. By this method practically all of 
the baby’s blood can be removed and re- 
placed by as much or more new blood. 

It is often necessary to give these babies 
oxygen until the emergency is passed. It may 
be necessary to give oxygen while the trans- 
fusion is being administered. 

Breast feedings should be discontinued, 
because breast milk contains the antigenic 
substance. 


Prevention of Deaths from 
Hemolytic Anemia 


Any doctor who does obstetrics owes it to 
his patient to have her Rh type determined 
when he assumes the responsibility of her 
case. If she is Rh-negative, her husband 
should also be tested. If he is positive and 


RH BLOOD TYPE—SIDBURY 


607 


if the patient has had one or more previous 
pregnancies, or has had a previous trans- 
fusion or injection of whole blood, she should 
be informed of the possibilities and the doc- 
tor should be prepared to handle an emer- 
gency should it arise. 

It is imperative that any woman who may 
require a blood transfusion have her Rh type 
determined before blood is given. If she is 
Rh-negative she should not receive a whole 
blood transfusion from an Rh-positive don- 
or, and should be advised of the reason. 

The Rh titer of an Rh-negative mother 
should be checked every two or three weeks 
after the seventh month of gestation, and if 
any appreciable change in titer is noted in- 
terruption of pregnancy should be consid- 
ered. 

The “slide test’ perfected by Drs. Dia- 
mond and Abelson''’ makes it possible to de- 
termine the patient’s blood group and Rh 
type in a few minutes in the office. This test 
should be a routine procedure in prenatal 
care and when transfusion is contemplated. 

All patients at the Babies Hospital who 
are given a transfusion are tested for the 
Rh-factor. If they are Rh-negative, they are 
given only Rh-negative blood. 


Case Reports® 
Case 1 

L.W.M., a white male born on October 11, 1945, 
was a full-term baby. This was the mother’s second 
pregnancy, and delivery was normal. The baby 
weighed 6 pounds, 4 ounces at birth, and cried spon- 
taneously. He was meoederately jaundiced, but the 
liver was not enlarged and the spleen was not pal- 
pable. The baby nursed the bottle well for thirty- 
six hours, after which time he became more in- 
tensely jaundiced and lethargic and lost ground 
rapidly. On the morning of the second day his blood 
count was as follows: hemoglobin 95 per cent, red 
blood cells, 4,200,000, white blood cells 10,000, nu- 
cleated red blood cells 10° per cent. By 4 p.m. that 
day the hemoglobin had dropped to 85 per cent, the 
red cells to 3,950,000, and the white cells to 5500; 
there were 5 per cent nucleated red cells. On the 
third day the hemoglobin was 78 per cent; the red 
cell count was unchanged, and the white cell count 
had risen to 5600. 

The mother was found to be Rh-negative, the 
father Rh-positive and a homozygous type. The 
baby was Rh-positive. 

The baby was given 100 cc. of Rh-negative com- 
patible blood at 4 p.m. on the third day, but died 
an hour later. At autopsy hemorrhagic lesions were 
found in the liver, spleen, heart, lungs, and kidneys. 
The brain was not examined. The viscera had a very 
yellow color; the peritoneal fluid was amber. 


Abelson, N, M.: Demonstration of 
Accurate and Rapid Slide ‘Test, J. 
Lab. & Clin. Med. 30:204-212 (March) 1945. 

I am indebted to Dr. Louis K. Diamond for doing the 
Rh tests on many of these patients. IT am also indebted 
to Dr. A. MecR. Crouch, Dr. F. V. Turner, and Dr. J. C. 
Knox for the privilege of seeing some of these patients 
with them. 


1. Diamond, L. K. and 
Anti-Rh Agglutinins 
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Four years previously the mother had been de- 
livered of a large baby, born dead, with the cord 
tight around the neck. There was no evidence of 
jaundice or hemolytic anemia. Following this de- 
livery the mother had received two transfusions 
from Rh-positive donors. She had no reaction from 
the first transfusion, but did have a severe reaction 
following the second transfusion. 


Case 2 


G.W.G., a white male, was born on August 6, 
1943, at eight months. His birth weight was 5 
pounds, 6 ounces. This was the mother’s first preg- 
nancy. The baby was so deeply jaundiced that he 
looked green. The liver and spleen were not en- 
larged. Blood counts made during the baby’s stay in 
the hospital were as follows: 

Nucleated Blood 

Date Hob. RBC WBC RBC Given 
8/7/43 101% 5,010,000 6200 
8/9/43 95% 4,200,000 6000 10% 
8/13/43 65% 3,200,000 5600 


8/16/48 35% 1,290,000 8600 50 ee. 
8/17/43 30% 1,170,000 8800 50 ee. 
8/18/43 50 ec. 


8/19/43 90% 4,300,000 17,500 
8/22/43 85% 4,190,000 8200 


8/26/43 75% 7000 
9/2/43 45% 3,290,000 8350 50 ec. 
9/3/43 60 ce. 


9/4/43 85% 4,800,000 6150 


The baby was weaned after five weeks, and no 
further trouble was noted. Blood studies showed 
the mother to be Rh-negative, the father and the 
baby Rh-positive. The mother had pneumonia in 
1940 and was given a transfusion of whole blood at 
that time. She has been pregnant twice since this 
baby was born, and has miscarried each time at 
three months. She was given 400 cc. of blood after 
the first miscarriage, and nearly died as a result 
of complete anuria which persisted for three weeks. 


Case 3 


B.W. was a full-term white male who weighed 
6 pounds, 2 ounces at birth. Delivery was normal; 
this was the mother’s third pregnancy, and the 
other babies were both normal. The baby was mod- 
erately jaundiced, and the liver and spleen were 
enlarged. Blood examination showed a hemoglobin 
of 50 per cent and 3,000,000 red blood cells, with 
5 per cent nucleated red cells. The baby was given 
two transfusions of 35 cc. each, and made a com- 
plete recovery. At 10 months of age he is perfectly 
normal and well. The mother is Rh-negative, the 
baby Rh-positive. The father’s Rh type is not known. 
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Case 4 


C.B., a full-term white female, weighed 6 pounds, 
8 ounces at birth on March 6, 1945. This was the 
mother’s third pregnancy, and delivery was normal. 
The baby was deeply jaundiced at birth, and the 
liver and spleen were enlarged. The baby nursed 
well for two days, after which time breast feedings 
were discontinued. On March 8 the hemoglobin was 
50 per cent, the red blood cells 3,000,000. The baby 
was given 90 cc. of blood on the fourth and fifth 
days, and made a complete recovery. The mother 
— Rh-negative, the father and the baby Rh-posi- 
‘ive. 


Case 5 


B.C., a white female born at 10 a.m. on April 25, 
1946, weighed 6 pounds, 10 ounces at birth. This 
was the mother’s fourth pregnancy. The father and 
mother were in good health. The first baby was 
normal. The second baby showed evidence of hemo- 
lytic disease. The third baby was very large and 
was said to have been dead three days before de- 
livery; this baby’s death was probably due to hy- 
drops fetalis. The present baby, delivered at term, 
was rather pale and slightly jaundiced. She cried 
feebly and had six to eight cyanotic spells during 
the afternoon. Oxygen was administered continu- 
ously. At 4 p.m. the blood examination showed: 
hemoglobin 39 per cent, red blood cells 1,690,000, 
white blood cells 61,000. There were 400 normo- 
blasts and 40 megaloblasts to 100 white blood cells. 

The baby was Rh-positive, the mother Rh-nega- 
tive, and the father Rh-positive. The baby was 
given an exsanguination transfusion at 9 p.m.; 170 
cc. were withdrawn and 200 cc. given through the 
umbilical vein. Although oxygen was given through- 
out the transfusion, the baby died before the trans- 
fusion was completed. An autopsy showed petechial 
hemorrhages in all the organs examined. (The brain 
was not examined.) 


Case 6 


B.T., a white female born October 29, 1944, was 
the first child of a 19-year-old mother. The birth 
weight was 6 pounds, 7 ounces. The baby was 
somewhat pale at birth, but was not jaundiced. The 
liver and spleen were moderately large. Blood 
counts made during the baby’s stay in the hospital 
are shown below. 

The baby made a complete and satisfactory recov- 
ery. She was not breast fed. The mother had had a 
transfusion of Rh-positive blood at 12 years of age 
because of some kidney infection. 


Case 6 

Date Hob. RBC WBC Nucleated RBC Blood Given 
10/31/44 387% 1,430,000 4550 30 70 ce. 
11/1/44 25% 1,250,000 9000 90 ce. 
11/2/44 35% 2,550,000 13,000 (including nucleated RBC) 120 ce. 
11/3/44 45% 2,100,000 90,000 90 ce. 
11/4/44 35% 2,600,000 98,000 ( 90 ce. 
11/5/44 35% 2,500,000 90,000 ( 90 ec. 
11/6/44 55% 2,650,000 90,000 ( 90 ec. 
11/7/44 65% 2,500,000 88,000 ( 60 ce. 
11/8/44 65% 2,650,000 64,000 ( 70 ce. 
11/9/44 80% 3,900,000 24,000 ( 
11/10/44 85% 4,300,000 20,000 
11/12/44 85% 4,200,000 12,200 
11/19/44 50% 3,000,000 85 ce. 
11/20/44 15% 3,400,000 90 ec. 
11/21/44 90% 5,000,000 90 ce. 
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Case 7 


Twin boys, born in Charlotte on January 6, 1945, 
were seen by Dr. Jasper Hunt on January 10 be- 
cause of jaundice and loss of weight. They were 
given Rh-negative citrated blood each day for four 
consecutive days, and made a complete recovery. The 
mother was Rh-negative; the father, the babies, 
and two older sisters were Rh-positive. 


Case 8 


J.D., a white male, was born June 27, 1945. This 
was the mother’s third pregnancy, and delivery was 
normal. The baby was pale at birth, but not jaun- 
diced. The liver was of normal size; the spleen was 
not felt. The following blood counts were made be- 
fore and after two transfusions were given: 


Nucleated Blood 


Date Hb. RBC WBC RBC Given 
6/29/45 34% 1,800,000 12,650 6% 100 ce. 
6/30/45 45% 1,800,000 90 ce. 


7/2/45 95% 4,500,000 5,400 


The mother was group A Rh-negative, with no 
evidence of anti-Rh antibodies; the baby was group 
A Rh-positive; the father’s blood type was not de- 
termined. 


Case 9 


B.S., a white male born October 19, 1946, weighed 
6 pounds, 8 ounces at birth. Delivery was normal. 
This was the mother’s fifth pregnancy. The first 
child, now 13 years of age, was jaundiced at birth 
but had no real difficulty. The second child was 
deeply jaundiced at birth, and died at 3 weeks of 
age. The third child was very jaundiced at birth, but 
survived without any particular treatment. The 
fourth child died at 36 hours with intense jaundice. 

This baby was moderately jaundiced at birth, but 
otherwise was in good physical condition. The blood 
examination at 8 a.m. on the second day showed 85 
per cent hemoglobin, 4,170,000 red cells, and 15,400 
white cells, with 4 per cent nucleated red blood cells. 
At 6 p.m. on the same day the hemoglobin was 78 
per cent, the red cell count 3,900,000. An exsanguin- 
ation transfusion was done that night; 60 cc. of 
blood was withdrawn from the longitudinal sinus 
and 120 cc. of Rh-negative blood was given through 
the umbilical vein. 

The blood examinations thereafter were as fol- 
lows: 


Date Hab. RBC WBC Blood Given 


10-21-46 90% 4,300,000 8,700 55 ee. 
10-22-46 85% 

10-23-46 88% 4,100,000 

10-24-46 90% 4,000,000 

10-25-46 97% 

10-26-46 90% 4,500,000 


The baby, though still moderately jaundiced, is 
nursing well and is holding his own in weight. The 
mother is Rh-negative; the father and baby are Rh- 
positive. 


Psychoneurosis and intelligence.—The writer hesi- 
tates to make a diagnosis of psychoneurosis in any 
individual with an I.Q. below 90. The dull, stupid, 
retarded individual with sluggish reactions is not 
likely to develop psychoneurosis. In fact, a sensitive 
autonomic nervous system always seems to be asso- 
ciated with a normal or above-normal degree of in- 
telligence. Because of the psychoneurotic’s higher 
intelligence his mental processes are often complex, 
paradoxical, and inexplicable-—John D. Campbell: 
Everyday Psychiatry, Philadelphia, Lippincott. 1945, 
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SPONTANEOUS MEDIASTINAL 
EMPHYSEMA 


A Case Report 


RAYMOND M. WHEELER, M.D. 


and 
WINGATE M. JOHNSON, M.D. 


WINSTON-SALEM 


Since Hamman"), in 1934, first described 
the syndrome of mediastinal emphysema of 
apparently spontaneous origin, relatively 
few cases have been reported in the medical 
literature. Recently Fagin and Schwab”) 
have recorded 3 cases which they had ob- 
served and, in addition, have presented a 
comprehensive review of the pathogenesis 
of the disorder and a clinical analysis of all 
the reported cases. 


According to them, there are now re- 
corded in the literature 40 cases, including 
their own, which they believe to be true 
spontaneous mediastinal emphysema’. The 
fact that seven of these cases occurred in 
physicians or medical students suggests that 
the diagnosis might be made more frequent- 
ly if this condition were more often consid- 
ered in the differential diagnosis of chest 
pain. 

The following case is reported for two 
reasons: first, because of the relatively small 
number of cases previously reported; and, 
second, because this case particularly em- 
phasizes how closely spontaneous medi- 
astinal emphysema may simulate the clinical 
picture of myocardial infarction. 


Case Report 


G. W.S., a 26-year-old truck driver, was admitted 
to the service of one of us (W.M.J.) on June 21, 
1946, complaining of severe precordial pain which 
developed suddenly about eight hours prior to ad- 
mission, while the patient was driving a truck. This 
pain was preceded by a dull ache in the left anterior 
portion of the chest, over the heart. This ache 
rapidly developed into a knife-like pain, spreading 
over the entire precordium and radiating to the 
left shoulder and beneath the left scapula. The pain 
was aggravated by deep inspiration and by any 
motion of the upper half of the trunk, and was 
associated with moderate shortness of breath. 

The patient got out of his truck, lay down on the 


From the Department of Medicine, Bowman Gray School of 
Medicine of Wake Forest College, and the North Carolina 
Baptist Hospital, Winston-Salem, N. C. 


1. Hamman, L.: Remarks on Diagnosis of Coronary Occlu- 
sion, Ann. Int. Med. 8:417-431 (Oct.) 1934. ; 

2. Fagin, I. D., and Schwab, E. H.: Spontaneous Mediastinal 
Emphysema, Ann. Int. Med, 24:1052-1072 (June) 1946. 

3. Since this article was submitted for publication, 7 other 
cases have been reported in the Annals of Internal Medi- 
cine for October, 1946, and one in the New England 
Journal of Medicine for October 38, 1946. 
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side of the road, and lost consciousness. He re- 
membered nothing more until he awoke in a doc- 
tor’s office about an hour later. The pain was still 
present and persisted until his arrival at the hos- 
pital, although he had obtained partial relief follow- 
ing a hypodermic. Throughout the day, the patient 
said that he could hear faint bubbling, popping 
sounds in his chest, particularly when he placed his 
ear near his left shoulder. He was referred to the 
Baptist Hospital with a tentative diagnosis of coro- 
nary occlusion. 

About ten weeks prior to this illness, the patient 
had suffered an attack of chest pain identical to 
the present one in every respect except that there 
was no dyspnea. He had been hospitalized and his 
chest had been examined by x-ray, but he was told 
that no cause for his pain had been found. He rested 
for about two weeks, then returned to work and 
remained asymptomatic until the present attack. 

The past history was non-contributory. 

Physical examination on admission revealed an 
apprehensive young man who was breathing rapidly 
but without difficulty. There was obvious exacerba- 
tion of pain on deep inspiration or motion of the 
upper trunk. The pulse was regular and full, with 
a rate of 96 per minute. The blood pressure was 
116 systolic, 72 diastolic, the respiration 28 per 
minute, and the temperature 98.8 F. 

Expansion of the chest was equal and adequate 
on deep inspiration. The cardiac point of maximum 
impulse could not be seen or felt. The entire pre- 
cordium to the left of the sternum was resonant 
to percussion, and no cardiac dullness could be de- 
tected. With the patient recumbent, no heart sounds 
could be heard to the left of the sternum, but they 
were clearly audible and not abnormal to the right 
of the sternum as far laterally as the right mid- 
clavicular line. The heart seemed to be shifted to 
the right. With the patient sitting upright, peculiar 
crunching, crackling sounds synchronous with car- 
diac systole could be heard in the fourth interspace 
about 1 cm. to the left of the sternal border. These 
sounds varied rapidly in intensity and quality, and 
could be heard best with the breath held in inspira- 
tion. At times these sounds were loud and popping, 
and at other times a short to-and-fro grating could 
be heard. The sounds could not be heard with the 
patient recumbent. No thrill was felt. 

The lungs were clear to percussion and ausculta- 
tion, and no area of hyper-resonance was noted. The 
trachea was not deviated. 

The remainder of the physical examination was 
not remarkable. 

Laboratory studies revealed a white cell count of 
8400, with a normal differential. The corrected sedi- 
mentation rate was 5 mm. per hour. The red cell 
count, hemoglobin determination, and _ urinalysis 
were within normal limits. The blood Kahn test was 
negative. 

The electrocardiogram showed no significant ab- 
normality on repeated tracings. A stethogram was 
1eported as showing an early diastolic murmur or 
adventitious sound at the area described above. Both 
antero-posterior and lateral roentgenograms of the 
chest were reported as negative. 

The patient’s pain subsided rapidly after admis- 
sion, and he was quite comfortable throughout his 
hospital stay without analgesics. He was entirely 
afebrile, and the white cell count and sedimentation 
rate remained normal. 

The patient stayed in the hospital six days, dur- 
ing which the adventitious sounds remained audible. 
At the time of discharge, the patient stated that 
he could still hear faint “bubbling” sounds in his 
chest when the room was very quiet. 
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He failed to report for follow-up physical exami- 
nation two weeks later. 


Discussion 


The diagnosis in this case, we believe, is 
established by the history of a sudden onset 
of severe, knife-like pain in the chest, ac- 
companied by dyspnea and by the crackling 
or bubbling in the chest, which was both felt 
and heard by the patient himself. The physi- 
cal findings of the extraordinary crunching 
and. popping sounds audible through the 
stethoscope over the cardiac area, and of 
decreased cardiac dullness confirm the diag- 
nosis of spontaneous mediastinal emphy- 
sema. The failure to demonstrate air in the 
mediastinum or in the pleural cavity by 
means of the roentgenogram does not alter 
the diagnosis, for in only 14 of the cases re- 
ported in the literature was air visible along 
the cardiac borders or in the anterior medi- 
astinum in the roentgenogram or fluoro- 
scope. 

Spontaneous mediastinal emphysema may 
be differentiated from acute myocardial in- 
farction and other serious diseases of the 
chest by its occurrence in young people, by 
the absence of shock, fever, and tachycardia, 
by the normal blood pressure, sedimentation 
rate, leukocyte count, and_ electrocardio- 
gram, and by the presence of the physical 
findings described above. The roentgeno- 
graphic demonstration of air in the medias- 
tinum, when possible, confirms the diagno- 
sis beyond question. 

The present concept of the pathogenesis 
of the disease is that air escapes from the 
pulmonary alveoli into the interstitial tissue 
of the lung and makes its way beneath the 
sheaths of the pulmonary vessels to the 
hilum of the lung and into the mediastinum. 
In addition, air may also dissect its way to 
the periphery of the lung and, by rupturing 
the pleura, produce a pneumothorax. The 
occurrence of pneumothorax in spontaneous 
mediastinal emphysema is frequent. Mack- 
lin’, in a series of animal experiments, has 
proved conclusively that the transport of air 
from ‘the alveoli to the mediastinum takes 
place in the sheaths of the pulmonary ves- 
sels, and has greatly increased our knowl- 
edge of the pathogenesis of this disorder. 

t. Macklin, C. C.: (a) Pneumothorax with Massive Collapse 
from Experimental Local Over-Inflation of the Lung Sub- 
stance, Canad. M. A. J. 36:414-420 (April) 1987. (b) Trans- 
port of, Air along Sheaths of Pulmonic Blood Vessels from 


Alveoli to Mediastinum: Clinical Implications, Arch, Int. 
Med. 64:913-926 (Nov.) 1939. 


} 
i 


November, 1946 


The initial cause of the escape of air may 
be a congenital defect or a localized area of 
compensatory emphysema. 

The prognosis in these cases is excellent. 
The course is usually benign and recovery is 
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the rule, although recurrences are not in- 
frequent. 

Treatment consists of reassurance. Anal- 
gesics may be necessary in the early stages 
of the illness, when the pain is most severe. 


JOSIAH C. TRENT, M.D., Editor 
DURHAM 


THE STORY OF YELLOW FEVER 
XI 


HIDEYO NOGUCHI AND 
ADRIAN STOKES 


The work of Colonel Gorgas in Cuba and 
Panama proved beyond doubt that men could 
effectually oppose the ravages of yellow 
fever by attacking the insect vector of the 
disease. Yet the work was by no means 
finished. The specific agent of yellow fever 
had yet to be discovered, and a means of 
immunization found. The eradication of the 
mosquito could be but a local solution: men 
could not hope to destroy the innumerable 
breeding places of the mosquito in the vast 
areas of South America and Africa where 
the disease is endemic. It could be but a 
temporary solution: men grew lax in their 
precautions after a few years of safety, until 
a new outcropping of the disease drove them 
hastily back to the measures devised by 
Gorgas ‘and his colleagues. The complete 
abolition of yellow fever from the globe was 
as far beyond man’s powers as ever, and 
scientists eagerly continued their search for 
greater knowledge of the disease and more 
potent weapons against it. 

Of all the episodes of yellow fever re- 
search which occurred between 1910 and 
1930, two stand out—one the story of failure 
and disappointment, the other a story of 
success. The first is the story of Hideyo 
Noguchi. Born in Japan in 1876, Noguchi 
was a trained physician and bacteriologist 
before he came to the United States in 1901. 
Here, after further study, he became a mem- 
ber of the research staff of the Rockefeller 
Institute, a post which he retained until his 
death. His work on snake venoms, on tra- 
choma, on anterior poliomyelitis, and a num- 
ber of other diseases soon earned him a rep- 
utation as a careful and indefatigable inves- 


tigator. In 1918, Noguchi went to South 
America as bacteriologist to the Rockefeller 
Commission for the study of yellow fever. 
The result of his investigations was soon 
announced: to describe them briefly, he had 
injected guinea pigs with the blood of yel- 
low-fever patients, had seen them develop 
the characteristic symptoms of the disease, 
and, on examining their blood, livers, and 
kidneys, had discovered an organism re- 
sembling that of infective jaundice. He 
claimed to have used this organism, which 
he called Leptospira icteroides, in communi- 
cating yellow fever to other guinea pigs. He 
later announced that he had prepared from 
horses an antiserum which protected guinea 
pigs against lethal doses of the organism. 
Noguchi’s erroneous conclusions, perhaps 
the result of early mistakes in diagnosis 
made by the South American physicians 
who assisted him, were accepted by some 
scientists, who brought forward confirma- 
tion; others, like Agramonte of Cuba, were 
openly sceptical. 

For almost ten years Leptospira icteroides 
was a subject of controversy; then Noguchi 
himself went to West Africa, in November 
of 1927, to test his thesis by learning 
whether his results with South American 
yellow fever could be confirmed in the study 
of the disease as it appeared in Africa. There 
he met disillusionment; within six months 
he came to question the validity of his South 
American work, for he could find no Lepto- 
spira icteroides in the blood of African yel- 
low-fever patients. A great yet pathetic fig- 
ure in the history of science, Noguchi did 
not long survive his disappointment. He 
died in West Africa, in May, 1928, of yellow 
fever. 

The story of success is the story of Adrian 
Stokes. Born in Lausanne in 1887, Stokes 
was educated at private schools and at 
Trinity College, Dublin, receiving his M.D. 
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in 1911. Thereafter he worked in pathology 
at Dublin University until the outbreak of 
the first World War. During the war he en- 
gaged in anti-tetanus work and made inval- 
uable contributions on typhoid, gas gan- 
grene, trench nephritis, dysentery, and epi- 
demic jaundice. In 1919 he became profes- 
sor of bacteriology and preventive medicine 
at Dublin University. Yellow fever was at 
that time believed to be closely related in 
etiology to epidemic jaundice, and Stokes’s 
war-time work on the latter disease led the 
Rockefeller Yellow Fever Commission to re- 
quest in 1920 that he go to Lagos, West 
Africa, to study yellow fever there. The mis- 
sion was without result, as no cases were 
then available for study, and Stokes re- 
turned to Dublin. In 1922 he was appointed 
Sir William Dunn Professor of Pathology in 
London University. 

Five years later the Rockefeller Commis- 
sion again asked his aid, and he went to 
Lagos in June of 1927. There, with the help 
of J. H. Bauer and N. P. Hudson, he per- 
formed a series of decisive experiments, 
showing that yellow fever could be trans- 
mitted to Indian crown monkeys, Macacus 
sinicus. The Macacus rhesus, a variety easier 
to procure, was later shown to be equally 
susceptible to the disease. In September, 
Stokes himself contracted yellow fever, hav- 
ing possibly infected himself in the course 
of a postmortem examination on an infected 
monkey. During his illness he insisted that 
mosquitoes be allowed to feed on him and 
that his blood be taken for inoculation; he 
stipulated also that autopsy be performed 
on his body if he died. Mosquitoes which 
fed on Stokes’s body conveyed yellow fever 
to a monkey, the first to be so infected. Mon- 
kevs inoculated with Stokes’s blood also de- 
veloped the disease. His own death, which 
occurred on September 19, provided the con- 
clusive proof, for the autopsy revealed the 
characteristic lesions of yellow fever. 

The value of the discovery made by Stokes 
and his associates, and confirmed in so tell- 
ing a fashion by his death, was inestimable. 
They had proved that there was available 
for the work of research an animal suscep- 
tible, like man, to yellow fever. Investigators 
were quick to take advantage of the new op- 
portunity, and results were soon forthcom- 
ing. In 1928, after experiments with rhesus 
monkeys, C. Margarinos Torres published 
his conclusion that yellow fever was caused 
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by a filtrable virus. This idea, confirmed by 
subsequent findings, became the basis of 
modern research in yellow fever. Using 
monkeys, several scientists conducted experi- 
ments to determine whether other mos- 
quitoes than Aedes aegypti were capable of 
conveying yellow fever; they found a num- 
ber of other efficient vectors, establishing 
that complete extermination of the Aedes, 
even if that task were possible, would not 
prevent the recurrence of yellow fever. 
The discovery of the susceptibility of mon- 
keys also made possible the extensive re- 
search which has been conducted in recent 
years with the aim of developing a yellow- 
fever vaccine. In 1930 Max Theiler devel- 
oped a “neurotropic” strain of the virus by 
passing it several times through the brains 
of white mice. This strain, injected sub- 
cutaneously into monkeys, caused no visible 
reaction, but conferred immunity; investi- 
gators inoculated with the neurotropic virus 
combined with a convalescent patient’s se- 
rum were thenceforth able to conduct their 
dangerous work in safety. Theiler’s develop- 
ment of mouse infection furthered research 
by making an animal more common and 
cheaper than the monkey available for lab- 
oratory study. The “mouse-protection test” 
which grew out of his work made possible 
extensive studies in the epidemiology of yel- 
low fever, with the object of determining 
the endemic foci of the disease. These 
studies have definitely established the exist- 
ence of jungle yellow fever, surviving in vast 
areas of Africa and South America in the 
bodies of susceptible animals and _ trans- 
mitted by mosquitoes other than Aedes 
aegypti. Against this potential source of 
future epidemics, artificial immunization is 
the only feasible method of defense, and the 
search for a _ satisfactory vaccine has oc- 


cupied many workers. 
J. C. T. 


Medicine as a social science.—Medicine, with its 
age-old concern for the sick—the poor as well as 
the rich, the weak as well as the strong, has been 
an influence for good surpassed only by the moral 
precepts of religion. The services of medicine, like 
those of religion, have been largely personal. While 
there will always be a need for personal services, 
medicine of the future, if it is to progress as a 
social as well as a biological science, must broaden 
its outlook and adjust its educational program ac- 
cordingly. Medicine is coming of age as a social 
science in the service of society Raymond B. Allen: 
Medical Education and the Changing Order, New 
York, The Commonwealth Fund, 1946, p. 136. 
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THE 1946 ELECTION 


The ‘outcome of the recent election makes 
it very plain that the people of America are 
not satisfied with the present administra- 
tion. If a scientific journal may be per- 
mitted to indulge in some _ non-scientific 
speculation, it may be interesting to attempt 
to analyze the reasons for this dissatisfac- 
tion. 

It is worth noting at the outset that the 
discontent expressed at the polls was not 
with the foreign policy of our leaders. The 
increased firmness toward Russia shown by 
our representatives seems to have met with 
almost universal approval. Furthermore, 
Republicans have cooperated so wholeheart- 
edly with Senator Byrnes that our foreign 
policy may be said to be really bi-partisan. 
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To an independent voter, it seems that the 
real source of dissatisfaction is the adminis- 
tration’s domestic policy. One of the chief 
grievances of the American public is the 
government’s failure to check the ruthless 
rampage that labor has been indulging in 
since the war ended. Another grievance is 
is the excessive meddling of government 
agencies in the affairs of the individual citi- 
zen, and the stubbornness with which the 
present administration has clung to the 
extraordinary powers vested in it while we 
were in a state of war. Japan surrendered 
more than a year ago, but our bureaucrats 
will never surrender until forced to do so. 
The interminable forms to be filled out, the 
futile attempts to interfere with the natural 
laws of supply and demand, the multiplica- 
tion of bureaus and agencies to regulate the 
taxpayers’ lives (at the taxpayers’ expense) 
had become unbearable. 

A third reason for the defeat of the party 
in power is its extravagance. Doubtless 
many were influenced to vote for Roosevelt 
in 1932 because of his reiterated promises 
of a balanced budget, and his stern warning 
to the effect that Government’s greatest 
danger of shipwreck was on the rocks of 
loose fiscal policy. The astronomical! figure 
to which our national debt has climbed was 
partly justified by the exigencies of war. It 
is becoming more and more apparent, how- 
ever, that an enormous amount of money 
has been wasted. The “balanced budget”— 
long a standing joke—has now become al- 
most a myth. 

A final grievance, and perhaps the one for 
which there is most justification, is the re- 
peated attempts made by the present admin- 
istration to foist totalitarianism upon this 
country by first regimenting its doctors. The 
same Wagner who forced the country into 
bondage to labor has repeatedly tried to 
place the medical profession under bureau- 
cratic control. He has failed to accomplish 
his purpose so far, and now the voters of the 
country have registered their protest against 
further efforts. 

The lessons to be learned from the election 
should be reasonably clear. One is that no 
party can claim to have a monopoly on the 
country. The number of independent voters 
is increasing, and is large enough to carry 
any national election. It is fortunate that 
this is so, for the independent voter is po- 
tentially the saviour of his country. 
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Another lesson is that Americans do not 
like to be regimented. They are willing to 
submit to regimentation for a time, when 
they are convinced that it is necessary—as 
it was during the war. When the emergency 
has ended, however, they want their rights 
as individuals to be restored to them. It is 
hoped that the Republicans will take this 
lesson to heart, and will remove government 
from the hands of bureaucratic dictators 
and return it to the people. 

Still another lesson is that Americans, al- 
though proverbially good spenders, want to 
see business principles put into government. 
Many peopie were heard to express satisfac- 
tion with Truman as a vice-presidential can- 
didate because of the fine work his commit- 
tee had done in curbing some of the appall- 
ing waste during the war. It is unfortunate 
for him that he and his advisers did not 
have their ears close enough to the ground 
to realize that a continuation of this attempt 
to restrain profiteering would have met with 
almost universal approval. 

The problem presented by labor’s selfish 
greed will not be solved by the state’s tak- 
ing over both capital and labor, as it has 
done in Russia. It is devoutly to be hoped 
that the Republicans, who are now in con- 
trol of Congress, will not barter away the 
American birthright of freedom for the in- 
dividual in order to buy a few labor votes. 
The Gallup poll—which has been amazingly 
accurate in its forecasts so far—is pointing 
the way for our political leaders by showing 
that the majority of people want special 
privileges taken away from labor, as they 
have been taken away from capital. 

The tremendous responsibility which the 
Republicans are shouldering should temper 
their elation over their political victory. The 
NorTH CAROLINA MEDICAL JOURNAL hopes 
that it is not presumptuous to suggest that 
they can strengthen their control upon gov- 
ernment most effectively by taking to heart 
the lessons that are to be learned from the 
recent election; by accepting the voters’ ver- 
dict as a mandate to take government out of 
the hands of our bureaucrats and restore it 
to the people; and finally, by realizing that 
the most effective politics is not to play 
politics at all, but to vote only for those 
measures which they honestly believe are for 
the genuine welfare of the country. 
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“THE DOCTOR-PATIENT 
RELATIONSHIP” 


The New York State Journal of Medicine 
bases its leading editorial for November 1 
upon an address delivered by Dr. William 
Hale, president of the Medical Society of 
the State of New York, to the Annual Con- 
ference of Health Officers and Nurses of that 
state. Dr. Hale is evidently a man who 
knows as much of the art of medicine as he 
does of its science. As proof of this state- 
ment, it is only necessary to quote from his 
address: 


“It is a fact which is demonstrated in any doc- 
tor’s practice every day, that patients who believe 
in him, who like him, who have sought him as the 
doctor they want above all others—get well faster 
and more often than those who have no faith. Also, 
it is a fact that the doctor has an emotional feeling, 
too, toward the patient who has picked him above 
all others as the doctor for him (often he calls him 
the ‘best doctor’—how often we have all heard that 
statement, and though we know there is no ‘best,’ 
we also know that we are not going to argue the 
case with a person who is helped by the confidence 
he has in his physician.) The doctor responds to 
the trust placed in him with a heightened sense of 
responsibility, and something flows between the pa- 
tient and the doctor and back to the patient again 
which can never be analyzed or isolated. never identi- 
fied, labelled, packaged, or prescribed. But it is there 
just the same, and every doctor knows it and a great 
part of his art is in cultivating it and using it for 
the benefit of the sick person who appeals to him 
for aid. This is why the doctor knows that mass 
medicine is not going to work if all or part of this 
emotional feeling of the patient toward him is de- 
flected to an administrator, or agency, or just to the 
‘government.’ When the time comes, if it ever does, 
that peonle go to a certain doctor because they live 
in his district, or because they don’t have to pay 
him directly. or because they have a right to de- 
mand care (and the next thing is for them to counvle 
the demand with insistence as to what they wish 
to have done for them) then something has hap- 
pened to that relationship. 

“We have witnessed in the last few decades a 
drastie change in the emotional relationship be- 
tween employer and employee. and it has_ not 
worked out to the advantage of either. It was in- 
evitable with the coming of mass production that 
this should hanven, but it is not inevitable that we 
have mass medicine...” 

“' . . Now government wishes to have another 
source of emotional feeling toward itself added to 
those it has gradually usurped in other fields. 
Government wants the emotions of the people to- 
ward their doctors diverted from their natural ob- 
ject because government pretends to bring to people 
medical care which it does not in fact sunply, at a 
price which it does not in fact pay. The whole 
scheme is going to subsist on the forcible seizure 
of this vast aggregate of emotional responses. The 
patient will be supposed to owe an obligation and a 
feeling of gratitude (if any) to an abstraction called 
the government for services which are really per- 
formed by very concrete persons trying to practice 
medicine as individuals. The patient goes to a doc- 
tor he has, little or no confidence in, and who does 
him little or no good, especially if the patient has 
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come because he’s ‘paying insurance and hasn’t seen 
the doctor for a long time.’ The doctor, on the other 
hand, responsible to no human element in the situ- 
ation, gets no ‘lift’ in his life and becomes mechan- 
ized in routine. That’s the fate of the doctor under 
such a plan, and what happens to the doctor hap- 
pens to the patient, too.” 


CARELESS JOURNALISM 


On October 1 an article which appeared 
on the front page of most of the leading 
newspapers of North Carolina and the na- 
tion announced in glaring headlines that a 
new obstetric method made safe, rapid, pain- 
less childbirth a reality. 

The news item was released by the United 
Press, and its source was the osteopathic 
convention in Philadelphia. Two osteopaths 
reported a method employing caudal anes- 
thesia, together with the administration of 
pitocin in doses sufficiently large to induce 
a precipitate labor in patients as_ they 
reached term. It is obvious to anyone rea- 
sonably well informed that dangerously 
large doses of pitocin, and probably manual 
dilatation of the cervix, must have been 
used. 

The use of this anesthetic method and the 
unwarranted administration of an oxytocic 
agent is indefensible. The claim that either 
method is new displays an astounding lack 
of familiarity with medical literature, or 
even with lay medical publications. The use 
of oxytocic drugs, even in cases where they 
are indicated, is associated with appreciable 
danger to the mother and infant under the 
best of circumstances”. 

The freedom of the press carries with it 
a considerable responsibility. Each member 
of the medical profession should do his share 
to correct such dangerous and inaccurate 
news stories by protesting to his local paper 
whenever it publishes misleading medical 
information. 

The public is highly interested in medical 
discoveries and the press makes every effort 
to satisfy public demand, sometimes without 
fully substantiating the facts. We must be 
prepared to give our patients a full and rea- 
sonable explanation of the medical items 
which appear in the lay press. We can do 
so only if we keep up with the current med- 
ical literature, and thereby acquaint our- 
selves thoroughly with new developments in 
medical practice. 


1. The Use of Posterior Pituitary Extract in the First and 
Second Stages of Labor, Maternal Welfare Committee, 
North Carolina M. J. 7:568-569 (Oct.) 1946, 


EDITORIALS 


TUBERCULOSIS AND GENIUS 


Some years ago, two doctors seated at a 
medical society dinner were discussing a dis- 
tinguished member of a medical school fac- 
ulty. After both had agreed that he was the 
most capable man in his department, one of 
the pair gave as the reason for this teacher’s 
achievements the fact that he had had tuber- 
culosis which had kept him in bed for more 
than a year, and that he still had to spend 
two hours every afternoon in bed. “While 
vou and I are running our tongues out,” he 
said to his companion, “he is lying: still 
thinking. While he is resting, he has time to 
organize his thoughts, to read, and to plan 
research projects. There is no doubt that he 
has a good mind, but he would never have 
used it so well if he had not been compelled 
to lie still for two hours every day.” 

This same thought was expressed in an 
article by Dr. H. St. John Williams, which 
was published in the New York State Jour- 
nal of Medicine for March 15, and appears 
as the “Tuberculosis Abstract” for this month 
(page 620). Dr. Williams reminds us that 
“rest is fundamental in the treatment and 
cure of tuberculosis,” and that the patient 
is far better off if he uses the long period of 
enforced rest to prepare for the future. “The 
fact that a patient is lving in bed resting his 
body does not mean that his mind is at rest 
... If the mind is occupied with constructive 
thinking, the patient’s physical condition 
improves more quickly, and a plan for his 
future may be evolved. Constructive read- 
ing and study are part and parcel of rehabil- 
itation.”’ 

Dr. Williams reminds us that many of the 
world’s geniuses have had tuberculosis. Rob- 
ert Louis Stevenson and Shelley come to 
mind at once. In our own _ profession, 
Laennee and Trudeau, who added so much 
to our knowledge of the disease, were them- 
selves victims of it. “Is the genius due to 
some mysterious action of the tubercle bacil- 
lus? Or is it due to the rest and the oppor- 
tunity to think? Scientists are uncertain, 
but it would seem that the long enforced 
period of relaxation and the consequent op- 
portunity to think, to meditate and to take 
stock of one’s abilities might be the real 
answer.” 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


A 53-year-old housewife entered the hos- 
pital on May 5, 1946, complaining of pain- 
less hematuria. She had been feeling well 
until one month prior to admission, when 
she had a sudden onset of gross hematuria 
accompanied by mild frequency of urination. 
Cystoscopic examination was performed on 
April 9, 1946, and blood was seen to be 
emerging from the left ureteral orifice. X- 
rays revealed a large left renal calculus. 
Urinalysis showed many white and red blood 
cells per high power field. Renal surgery 
was recommended and she was put on sulfa- 
diazine, 0.5 Gm. three times daily for ten 
days. The bleeding decreased in severity, 
but her urine remained grossly bloody. Re- 
examination of her urine on April 25 again 
showed many white and red cells. Sulfa- 
diazine was continued in the same dosage as 
before. A blood count made on April 26 re- 
vealed 14 Gm. of hemoglobin, 4,800,000 red 
cells, and 6,900 white cells. A complete phy- 
sical examination was negative. 

The patient’s only operations were a thy- 
roidectomy in 1936, and a subtotal hyster- 
ectomy and bilateral salpingo-oophorectomy 
in 1945 for uterine fibroids and ovarian 
cysts. The family history was non-contribu- 
tory. 

On admission the temperature was 98.4 
F., pulse 90, respiration 20, blood pressure 
155 systolic, 88 diastolic. Physical examina- 
tion revealed an obese, intelligent and co- 
operative white female who was moderately 
apprehensive. The only positive physical 
sign was slight tenderness in the left costo- 
vertebral angle and under the left anterior 
costal margin. 

The urine was slightly cloudy and amber, 
with a specific gravity of 1.016; it was nega- 
tive for albumin and sugar, but contained 
100 to 125 white cells per high power field, 
occasional red cells, and a few bacteria. The 
Sulkowitz test was negative. The nonprotein 
nitrogen was 46 mg. per 100 cc. There were 
14.5 Gm. of hemoglobin, 4,750,000 red blood 
cells, and 3,200 white blood cells. A differ- 
ential count showed 56 per cent segmented 
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and 8 per cent non-segmented polymorpho- 
nuclear leukocytes, 35 per cent lymphocytes, 
and 1 per cent monocytes. Intravenous pye- 
lograms revealed a very poorly functioning 
left kidney, with a stag-horn calculus in the 
lower portion of the renal pelvis, and hydro- 
nephrosis. The right kidney appeared nor- 
mal. 

On admission the patient was put on 0.5 
Gm. of sulfadiazine four times a day, with 


. 6 Gm. of sodium bicarbonate at each dose. 


She received 1.5 Gm. of sulfadiazine on May 
6, and 2 Gm. on May 7. On May 8 a left 
nephrectomy was done. Postoperatively, she 
was given penicillin, 20,000 units every three 
hours; she took fluids and food well the first 
day. The second postoperative day she be- 
came nauseated, and her’ temperature 
reached 104 F. On the afternoon of that day 
the white cell count was found to be 750. 
At 9 p.m. it was 500. 

A sternal puncture was done, and the 
marrow showed a total nucleated cell count 
of 15,060, with 2.5 per cent myelocytes A, 
1.5 per cent myelocytes B, 0.5 per cent non- 
segmented polymorphonuclear leukocytes, 2 
per cent early lymphocytes, 2.5 per cent 
large lymphocytes, 90.5 per cent small 
lvmphocytes, and 0.5 per cent monocytes. 
The smear showed one degenerating non- 
segmented leukocyte, and only a few myelo- 
cytes; the erythrogenic cells seemed normal, 
and platelets and megakaryocytes were 
plentiful. During the counting of the differ- 
ential, 2 early erythroblasts, 35 late ery- 
throblasts, 106 normoblasts, and 32 mega- 
karyocytes were seen. The ratio of leuko- 
cytic cells to erythrogenic cells was 1:1.2. 

Because of nausea and occasional vomit- 
ing a Levine tube was inserted in the stom- 
ach, and constant Wangensteen suction was 
maintained for forty-eight hours. The pa- 
tient was rapidly digitalized by digalen 
given intramuscularly, because of a fast, 
weak pulse, with a rate around 130. She 
was given 15 mg. of folic acid three times a 
day through the Levine tube, which was 
clamped for two hours after each dose. A 
transfusion of 500 ec. of whole blood was 
given. 

On the third postoperative day, May 11, 
intravenous liver was started, 1.2 cc. being 
given on the first day and 1 cc. on the follow- 
ing day. Her hemoglobin on May 11 was 
13.2 Gm., the red cell count 4,250,000, and 
the white cell count 200. A blood smear was 
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reported as showing 4 per cent polymor- 
phonuclear leukocytes and 96 per cent 
lymphocytes. The patient complained of a 
sore throat, and a local spray of 1 part of 
penicillin in 1000 of saline was used. She 
gradually became more drowsy and slightly 
irrational. She was put in an oxygen tent. 

On the fourth postoperative day, May 12, 
her white cell count was 800 at 9 a.m., and 
900 at 10:00 p.m.; no polymorphonuclear 
leukocytes were found in the blood smear at 
either time. Her lips and tongue were very 
dry, and the tongue was cracked and bleed- 
ing slightly. Her blood pressure, which had 
been ranging from 140 to 180 systolic and 
60 to 90 diastolic, began to range from 100 
to 110 systolic and 50 to 70 diastolic. Cora- 
mine was started, 2 cc. being given subcu- 
taneously every four hours. Her tempera- 
ture remained between 104 and 105 F. rectal- 
ly; her pulse rate increased to between 130 
and 150, and the pulse became very weak. 

At 12:30 a.m. on the fifth postoperative 
day, May 13, her systolic blood pressure was 
70, and the diastolic was unobtainable; the 
temperature was 104 F., pulse 150, respira- 
tion 48. She was given 500 cc. of whole 
blood. The pulse continued to become weaker 
and could not be obtained at the wrist; the 
skin was cold and clammy. The blood pres- 
sure was 60 systolic and 40 diastolic at 8 
a.m., and she appeared cyanotic. Intra- 
sternal administration of plasma was 
started, but the pulse remained unobtain- 
able, and the cyanosis deepened. The tem- 
perature dropped to 100.4 F. at 8:45 a.m. 
A white cell count taken about two hours 
prior to death was 3,900, no polymorpho- 
nuclear leukocytes being found in the blood 
smear. The patient expired at 10:55 a.m. 
on the fifth postoperative day. 


Discussion 


Dr. GEORGE T. HARRELL: This middle- 
aged, recently healthy woman died of an ill- 
ness apparently unrelated to her initial pre- 
senting complaint, hematuria. Gross hema- 
turia is usually due to tuberculosis, tumor, 
or stone. Nothing in the past or family his- 
tory suggests tuberculosis. The possibility 
of renal tumor cannot be excluded, but none 
was demonstrated by x-ray examination. A 
stone was demonstrated roentgenographic- 
ally and should have been found at opera- 
tion. 
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The important phase of the patient’s ill- 
ness was the agranulocytosis which devel- 
oped. Granulocytes in the circulation may 
be destroyed in three ways: (1) by a potent 
exotoxin-leukocidin, such as is produced by 
hemolytic Staphylococcus aureus; (2) by an 
abnormally functioning reticulo-endothelial 
system; and (3) as a result of sensitivity to 
an allergin. In each of the first two instances 
white cells are formed in normal or in- 
creased numbers in the bone marrow. In 
this case, however, studies of the sternal 
marrow showed a depression of white cell 
production. 

The fact that the bone marrow depression 
was confined to myeloid cells, together with 
the absence of palpable lymph nodes and 
spleen, the lack of bleeding from the nose 
and gums, and the fact that the mouth le- 
sions followed rather than preceded the dis- 
turbance of leukocytes, would rule out aleu- 
kemic leukemia as a cause of the agranulo- 
cytosis. The possibility of depression of the 
bone marrow by malignant cells is ruled out 
by the presence of adequate numbers of 
platelets and red cells, the absence of an in- 
crease in abnormal nucleated leukocytes, and 
the absence of bone pain. The possibility of 
carcinoma of the thyroid, kidney, or uterus 
is suggested by the patient’s history; how- 
ever, the long interval (ten years) without 
symptoms after thyroidectomy, the fact that 
only uterine fibroids and ovarian cysts were 
found at operation in 1945, and the absence 
of tumor in the excised kidney would make 
it unlikely that any of these organs was a 
site of malignancy. 

If agranulocytosis is due to an allergin 
such as a drug, continued use of the sensi- 
tizing agent may lead to depression of gran- 
ulocyte formation in the marrow. The sen- 
sitivity may be acquired as a result of re- 
peated or prolonged administration of a po- 
tentially toxic drug, or it may be due to an 
inherent idiosyncrasy and may appear with 
the first administration of the drug. The 
depression in the present case was not due 
to penicillin, since the white cell count was 
already reduced to 3200 before this drug 
was administered. The only other drug which 
appears to be incriminated is sulfadiazine. 
Clinical experience and experiments in rab- 
bits some years ago indicated that drugs 
containing the benzene ring and an amido 
group might cause specific depression of 
granulocytes. The first drug exhibiting this 
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action was amidopyrine, an analgesic. The 
sulfonamides contain a similar chemical 
grouping. This patient apparently did not 
have an idiosyncrasy, since she tolerated the 
initial administration of the drug. The sen- 
sitivity appears to have been acquired from 
long continued administration, for she re- 
ceived in all roughly 45 Gm. of sulfadiazine 
over a period of one month. Most cases of 
sulfonamide sensitivity have occurred after 
a total dose of approximately 50 Gm. 

The attempts to stimulate myeloid pro- 
duction by the use of liver and its new syn- 
thetic fraction, folic acid, were futile. These 
measures are rational, for liver is known to 
stimulate the production of red cells when 
their formation is arrested, as in pernicious 
anemia; frequently a rise in white cells will 
precede a rise in reticulocytes in such in- 
stances. 

The breach in the defenses of the body 
against infection resulted from a loss of 
granulocytes, which are the most active and 
easily mobilized phagocytes. The fatal out- 
come followed infection of the throat, where 
many potentially dangerous organisms may 
be found in practically all individuals. The 
patient presented the classical picture of se- 
vere agranulocytic angina. 

Terminally peripheral circulatory collapse 
developed. The falling blood pressure, ris- 
ing pulse, and cold, clammy skin would lead 
one to suspect a terminal overwhelming de- 
feat of the immune processes and agonal in- 
vasion of the blood stream—septicemia. The 
invading organisms may have come from 
the throat—in which case one would expect 
blood cultures to show gram-positive cocci— 
or from the kidney and operative site, in 
which case one would expect to find gram- 
negative bacilli. Treatment in the former 
case would consist of penicillin alone, since 
sulfonamides would be ruled out by the pa- 
tient’s sensitivity; in the latter case strepto- 
mycin would be the drug of choice at the 
present time. Abscesses in the skin or lungs 
would be more common with the gram-posi- 
tive cocci, but none are described. Since no 
infection in the operative site is mentioned, 
however, it would appear that the infected 
throat was the most likely portal of entry 
for the fatal blood stream invasion. 


Dr. Harrell’s diagnoses 
1. Staghorn renal calculus, left; second- 
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ary hematuria, hydronephrosis, and pyelo- 
nephritis. 

2. Sulfonamide (sulfadiazine) sensitivity, 
with agranulocytosis and depression of mye- 
loid elements in the bone marrow. 

3. Agranulocytiec angina. 

4. Terminal septicemia, due to gram-posi- 
tive cocci from the throat, with peripheral 
circulatory collapse. 


Dr. LUCILE HUTAFF (Hematologist) : The 
normal nucleated cell count in sternal mar- 
row aspirations is given as 25,000 to 100,000 
cells per cubic millimeter. A good many 
authors, however, believe that the nucleated 
cell count in sternal marrow aspirations is 
of no significance, except that a cell count 
much higher than the peripheral blood cell 
count denotes that marrow was obtained. 
There is usually a preponderance of non- 
segmented cells and myelocytes B and C, 
with a small percentage of lymphocytes (up 
to 10 per cent). The ratio of nucleated red 
cells to myeloid cells is usually between 1:2 
and 1:8. 

Primary disturbances of hematopoetic tis- 
sues, such as leukemia, may present the 
anomalous finding of an overgrowth of ab- 
normal white cells in the bone marrow, con- 
comitant with a decrease in cells of the per- 
ipheral blood—the so-called aleukemic leu- 
kemia. In aplastic anemia, the whole marrow 
shows a generalized aplasia, and the only 
nucleated cells seen are lymphoid or mono- 


‘nuclear cells. 


Aspiration of the sternal marrow in this 
patient showed a decrease in the early mye- 
locytes and a sharp decrease in the non-seg- 
mented polymorphonuclear leukocytes. 
There were no abnormal cells to indicate a 
leukemia or an infiltrative process. The num- 
ber of each type of early erythrocyte was 
said to be normal. 

Dr. ROBERT L. MCMILLAN (Cardiologist) : 
If there is no definite need for the adminis- 
tration of digitalis prior to an operation, the 
drug is seldom indicated either during or 
after operation. As a rule the tachycardia 
which quite often follows surgical proced- 
ures is due to some cause other than heart 
failure. Chief among these causes are fever, 
the administration of too much or too little 
intravenous fluid, peripheral circulatory 
failure, and possibly pulmonary embolism. 
Digitalis should not be administered unless 
each of these factors is eliminated and other 
evidences of cardiac failure are present. 
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These evidences are dyspnea, gallop rhythm, 
rales in the lung bases, enlargement of the 
liver, and edema. 

It is true that in very rare cases coronary 
thrombosis develops either during or shortly 
after operation, and following this event 
cardiac failure may be present. Pulmonary 
embolism might also occur, with resultant 
right-sided cardiac failure. Digitalis is defi- 
nitely indicated in the event of coronary 
thrombosis with subsequent myocardial in- 
sufficiency and failure, and it might be of 
some questionable value in pulmonary em- 
bolism. 

It would seem that the patient under dis- 
cussion tonight was suffering mainly from 
peripheral circulatory failure rather than 
central failure, although it is entirely pos- 
sible to have elements of both present at the 
same time. Such cases are extremely diffi- 
cult to treat and call for therapy which at 
first glance seems to be working at cross 
purposes—the administration of plasma and 
adrenalin for peripheral collapse, and digi- 
talis for myocardial failure. Either type of 
therapy is harmful if the patient has only 
the other type of failure, but both may be 
necessary in occasional cases. 


Anatomic Discussion 


Dr. W. C. THOMAS: The postmortem ex- 
amination added no findings of value in un- 
raveling the mystery of agranulocytosis. 
Sections of the bone marrow showed the 
same depression of the myeloid elements 
that was noted in the examination of the 
antemortem specimen of marrow. Mild 
chronic ureteritis and pyelonephritis were 
present. There was minimal left ventricular 
myocardial hypertrophy. The lungs were 
markedly congested. 

The postmortem bacteriologic study of 
blood taken from the right side of the heart 
revealed no organisms. There were no his- 
tologic changes in the viscera suggestive of 
those seen in association with the so-called 
“sulfonamide sensitivity” reactions. 


Anatomie Diagnoses 


Agranulocytosis (hypogranulocytosis), of 
unknown cause 

Left ventricular myocardial hypertrophy, 
mild. 

Pulmonary congestion, marked 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


CONTRIBUTORY NEGLIGENCE: A_ pa- 
tient who is persuaded to submit to 
treatment by a physician known to be 
grossly intoxicated, and who suffered 
injuries because of improper treat- 
ment due to the physician’s condition, 
is guilty of contributory negligence 
as a matter of law, and is barred 
from recovering damages for mal- 
practice. 


The plaintiff in this case consulted the de- 
fendant doctor originally for the purpose of 
having a blood test done as a requirement 
for obtaining a marriage license. While the 
patient was in the office of the physician for 
this purpose, the doctor, who was grossly 
intoxicated at the time, persuaded him to 
have some form of treatment requiring in- 
jection of. a drug. The plaintiff contended 
that as a result of this therapy he was dam- 
aged, and claimed that the evil results were 
due to the failure of the defendant doctor 
to use the skill required of a physician. 


The attorney for the injured man brought 
these facts to the attention of the superior 
court in his opening statement. The attorney 
for the physician readily agreed that the 
opening statement by the plaintiff’s lawyer 
could be proved, but even so would not be 
justification for the recovery sought. The 
judge thereupon ordered a directed verdict 
in favor of the physician. He was of the 
opinion that the injured man failed to exer- 
cise the care ordinarily prudent persons are 
accustomed to employ for their own safety, 
and that he thereby contributed to the neg- 
ligence of the drunken physician. 

The defendant appealed to the Supreme 
Court, and this tribunal affirmed the judg- 
ment of the court below. In doing so, the 
justice who wrote the opinion stated: “It 
would seem that any reasonable person 
would naturally ask: ‘Why did you let the 
physician proceed? Why did you not at once 
leave his office? You certainly saw he was in 
no condition to use a needle upon you.’ ”’ The 
court further stated that any reasonable per- 
son under such circumstances would be fear- 
ful that the doctor would select the wrong 
drug, or inject an overdose. 
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The only possible argument against the 
injured man’s being guilty of contributory 
negligence was the ordinary assumption that 
any person who held himself out as a doctor 
of medicine should have the ability to prac- 
tice his profession properly. The ordinarily 
careful and prudent person, however, would 
seriously doubt the ability of a grossly in- 
toxicated physician to exercise the care and 
skill which he would employ when sober. 
The above rule regarding contributory 
negligence obtains only in civil cases. In the 
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event of criminal charges growing out of 
negligence due to intoxication, the doctor 
would be held strictly accountable. A _ per- 
son is not excused for crimes committed while 
under the influence of alcohol, voluntarily 
taken, but intoxication may serve to lessen 
the punishment. In cases where intoxication 
renders the individual mentally unable to 
entertain criminal intent, however, he is not 
guilty of a crime. 

(Court of Appeals of Ohio, fall term, 1944. 
V. 58, N.E. Reporter, p. 803.) 


A Review for Physicians 


VoL. XIX 


ISSUED MONTHLY BY THE NATIONAL TUBERCULOSIS ASSOCIATION 
NOVEMBER, 1946 


No. 11 


T IS not generally recognized that tuberculous patients have a unique opportunity for 
constructive thinking and study while relaxing and resting their bodies. Although 


physical activity is restricted in the treatment of tuberculosis it is possible for the patient, 
through directed education under medica! supervision, to leave the hospital better equipped 
to face life than when he entered it. This process of education is known as rehabilitation, 
which has been defined as the restoration of the handicapped to the fullest physical, social, 


vocational and economic usefulness of which they are capable. 


Rest is fundamental in the treatment and 
cure of tuberculosis. The period of rest 
usually lasts for many months and it is dur- 
ing this time that the rehabilitation of the 
patient should begin. This may mean the 
planning of a completely new mode of life. 
Almost always it includes some kind of pro- 
ductive work in order to earn a living. Since 
rest, with only a limited amount of physical 
effort, is necessary to regain health and to 
continue in health, the new life must bring 
to the patient the maximum of financial re- 
turn with a minimum of physical effort. 

This can be accomplished most easily by 
improving the patient’s knowledge and edu- 
cation. The fact that a patient is lying in bed 
resting his body does not mean that his mind 
is at rest. It is natural for him to worry 
about the future, and now is the time for 
rehabilitation to begin. If the mind is oc- 
cupied with constructive thinking, the pa- 
tient’s physical condition improves more 
quickly, and a plan for his future may be 


REHABILITATION OF THE TUBERCULOUS 


evolved. Constructive reading and study are 
part and parcel of rehabilitation. 

A young laborer admitted to the hospital 
with tuberculosis came to realize he would 
never again be able to do hard physical la- 
bor. He was intelligent and cooperative, so 
he studied, read and took a correspondence 
course while in bed. Later when his disease 
was cured he was able to qualify as boss of 
the laborers and soon afterwards he became 
a contractor. 

Surprisingly many people have a latent 
unrecognized ability which the rest period 
brings out. As they relax they think and 
from this comes creative impulses. Many of 
the world’s geniuses have been men and 
women with tuberculosis. Is the genius due 
to some mysterious action of the tubercle 
bacillus? Or is it due to the rest and the 
opportunity to think? Scientists are uncer- 
tain, but it would seem that the long en- 
forced period of relaxation and the conse- 
quent opportunity to think, to meditate and 
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to take stock of one’s abilities might be the 
real answer. 

The mind continues to function while the 
body is resting, in spite of all efforts to keep 
it quiet. If it is directed toward constructive 
thinking, a fuller, happier life will result. 
The more information and intelligence a 
person has, the more valuable a worker he 
becomes. There is no reason why the 
thoughtful patient should not gain from his 
enforced rest. Incidentally his future health 
is protected by rehabilitation because he has 
learned to utilize his mind and to conserve 
his physical strength. In many tuberculosis 
hospitals, courses in high school subjects and 
reviews in elementary studies are given. 
These are considered as important as food, 
rest and surgical treatment. 

Occupational therapy focused on arts and 
crafts is not entirely adequate. For, although 
it keeps the patient’s hands and mind oc- 
cupied while in the hospital, it brings little 
financial return, and rarely leads to a future 
occupation for the patient. Today we speak 
of vocational therapy, which means treat- 
ment of the patient’s mind through prepar- 
ing him for a vocation which he can utilize 
when he is ready to return to the competi- 
tive world. 

Men and women with tuberculosis do not 
differ essentially from men and women who 
are not ill. But their disease imposes upon 
them restrictions and problems from which 
the well man is free. It is with these prob- 
lems and restrictions that the rehabilitation 
of the tuberculous deals. 

Rehabilitation is a process of education by 
means of which the patient arrives at the 
best possible adjustment to his handicap. 
While this adjustment may be achieved 
alone, it is one which is achieved more easily 
with help and direction. 

There are four aspects of the rehabilita- 
tion of the tuberculous: medical, psycholog- 
ical, social and economic. On the medical 
side, the patient should have an intelligent 
knowledge of tuberculosis and of his own 
disease. He should know that even a small 
amount of infection demands a great amount 
of care. He should learn about curing, and 
how to cooperate with the nurses and doc- 
tors. Although he wishes to be active as soon 
as possible, he must learn that the physician 
alone can decide when his rehabilitation is 
to start. 
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The psychological aspect is perhaps the 
most difficult and one of the most important. 
The patient learns that tuberculosis is a re- 
current disease and this usually frightens 
him. He worries over possible ostracism be- 
cause people fear tuberculosis. He is sepa- 
rated from normal daily contacts. For these 
reasons this period should not be empty of 
incentive, plans and hopes. Bed rest by itself 
will not produce relaxation, nor is there any 
speedy road to recovery. It requires a seem- 
ingly endless amount of courage, persever- 
ance and understanding. 


The social problems will range from the 
boy or girl required to leave school or college 
to the family losing its wage earner: and 
from the ill worker who believes his job too 
good to leave to the patient willing to go to 
the hospital but forced to remain on a long 
waiting list for a bed. 

Lessened earning power is costly not alone 
to the individual but also to the community. 
Hospitals bear a share of the costs of the ill- 
ness, but society as a whole pays the bills. 
Skill in any line of work grows rusty during 
long periods of illness, and this human asset 
is one that business and the community can 
ill afford to lose. 

Rehabilitation works with the individual 
and with the community to convert ill- 
founded fear into well-founded hope. It 
works under medical advice and on the basis 
of total physical, mental and emotional ca- 
pacities, building a practical program of ac- 
tivity. It makes use of all available resources 
toward an eventual life plan compatible with 
the patient’s health, interests, abilities and 
ambitions. The community must be taught 
that although rehabilitation does cost money, 
the lack of it costs more, not alone in illness, 
but in dollars and cents. 

Rehabilitation of the Tuberculous, H. St. 
John Williams, M.D., New York State Jour- 
nal of Medicine, March 15, 1946. 


Have You Something for Parergon? 


The new edition of Parergon is now in prepara- 
tion. If you wish to have any of your art works* 
considered for inclusion in the forthcoming edition 
(over 750 pictures) please mail perfect glossy prints 
(8 x 10 preferred) immediately by airmail to Editor, 
Parergon, Mead Johnson & Company, Evansville 21, 
Indiana, U.S.A.—now! 


*Oils. watercolors, sculptures, drawings, pastels, prints, etch- 
ings, engravings, lithographs, woodblocks, linoleum — blocks, 
photographs, colored photographs, ceramics, woodwork, metal- 
work, jewelry, needlework, shipmodels. Please don’t delay. 
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Maternal Welfare Committee* 

The map on the front cover of the 
JOURNAL this month has a dot to represent 
each maternal death that has been reported 
to the Maternal Welfare Committee since 
August 1, 1946. In the future this map will 
appear each month in the Maternal Welfare 
Section, and as other deaths are reported 
they will be added to the map. 

The geographic distribution of our ma- 
ternal health problems will be graphically 
shown on the map. The areas which have 
adequate hospital facilities will report more 
deaths, because complicated cases are sent 
in for hospital care. On the other hand, 
some deaths have been reported which are 
directly the result of inadequate hospital 
facilities. The purpose of the maternal mor- 
tality survey is to determine how many cor- 
rectable factors are responsible for North 
Carolina’s high maternal death rate. At this 
early date it is apparent that physicians are 
frequently called to care for obstetric pa- 
tients after their condition is hopeless, and 
in some cases after death has occurred. 

* * 

The article by Dr. Burton on the incidence 
of Cesarean sections in Asheville hospitals, 
which appears in this issue of the JOURNAL, 
suggested to the Maternal Welfare Commit- 
tee the need to clarify current opinion on 
this important subject. The following dis- 
cussion represents the opinion of the Ma- 
ternal Welfare Committee and that of the 
leading obstetricians of the nation. 


CESAREAN SECTION 


Since the advent of aseptic surgery, 
Cesarean section has come to be regarded by 
the lay public, and by many members of 
the medical profession, as a safe and simple 
answer to almost any complication of preg- 
nancy. While this operation is unquestion- 
ably a life-saving procedure in many cases, 
a review of the record in North Carolina and 
the nation should cause us to lose our com- 
placency about its unjustified use”. 

Ivan Procter, M.D. 
R. A. Ross, M.D. 
R. A. White, M.D. 


Frank R. Lock, M.D., 
Chairman 


*J. Street Brewer. M.D. 
G. M. Cooper, M.D. 
FE. W. Franklin, M.D. 
J.S. Hunt, M.D. 
T. L. Lee, M.D. 


1. (a) Free, S. G.: 
tion Operations, 
(March) 1945, 

(b) Brockmann, H. L.: Rupture of the Uterus Subsequent 
to Cesarean Section, North Carolina M. J. 6:234-239 
(May) 1945, 


Five Hundred Consecutive Cesarean Sec- 
Am. J. Obst. & Gynec. 49:401-408 
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Incidence 


The incidence of cesarean section in the 
practice of the leading obstetric clinics of 
this country, and the relative safety of this 
operation when it is used under exceptional- 
ly good circumstances are shown in table 1”. 

The incidence of cesarean section in North 
Carolina is decidedly higher than that which 
prevails in the maternity centers of the na- 
tion (table 2). Dunn) found that more than 
1 out of every 10 hospital deliveries in 
Greensboro between 1935 and 1938 was per- 
formed by cesarean section—an incidence of 
11.8 per cent. 


Table 2 (Mauzy)) 


Number of 


Hospital Number of Percent. of 

Deliveries Sections Sections 
Year 1938 1939 1988 1989 1988 1929 
Asheville 663 6438 36. 82 5.4 4.9 
Charlotte 1581 1741 60 52 3.7 2.9 
Durham 1258 1342 57 34 45 2.5 
Greensboro 565 614 54 54 9.5 8.7 
High Point 270 346 | 8 a1 23 
Raleigh 733 829 26 36 So 2:3 
Wilmington 958 1052 3.2 3.0 
Winston-Salem 1083 1289 67 97 6.2 7.4 
Total 7111 7865 342 350 4.8 4.4 


Maternal Mortality 


The maternal mortality from the abdomi- 
nal method of delivery in the United States 
is at least 10 per cent, and possibly ap- 
proaches 15 per cent). Even in well super- 
vised cases, Cesarean section carries an ap- 
preciable and unavoidable risk of death from 
hemorrhage, sepsis, embolus, and other oper- 
ative complications. The possibility of rup- 
ture of the abdominal scar in subsequent 
pregnancies presents still another hazard", 

Studies of maternal deaths in various 
areas have shown that a disproportionate 
number of them followed cesarean section 
(table 3). 


Table 3 
Area Percentage of maternal deaths which 
followed abdominal delivery 
Fifteen-State Study 24% 
New York City 20% 
Philadelphia 14% 
Chicago 20% 


Dieckmann”) found that poor judgment or 
lack of skill was responsible for 7 of the 11 
deaths which followed cesarean section at 


2. Dieckmann, W. J.: Cesarean Section Mortality, Am. J. 
Obst. & Gynec, 50:28-48 (July) 1945. 

8. Dunn, R. B., in Saint Leo’s Hosp. Bull. (May) 1939. 

4. Mauzy, C. H.: Cesarean Section: Its Incidence and Fetal 
» Mortality in Some Cities in North Carolina, North Caro- 

lina M. J. 8:5-8 (Jan.) 1942. 
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MATERNAL WELFARE COMMITTEE 


Table 1) 


Area or Hospital Year 
Philadelphia (Lull) 1941 
Chicago 1940-1941 


1937-1942 
1942-1944 
1942-1943 
1932-1943 


Massachusetts (DeNormandie) 
Chicago Lying-In 
Boston Lying-In 
Margaret Hague 


the Chicago Lying-In Hospital from 1931 to 
1944. He suggested that “watchful expec- 
tancy” should be distinguished from “hope- 
ful procrastination.” The obstetrician should 
never hesitate to do an indicated operation, 
but should be censured if he kills the mother 
or baby by selecting the wrong method of 
delivery, whether it be vaginal or abdominal. 


Indications 


The indications for the use of abdominal 
delivery have been narrowed considerably 
bv the elimination of heart disease from the 
list. Mendelson, Priest, Hamilton, and 
others"® have clearly shown that this oper- 
ation carries an excessive risk for cardiac 
patients, and that excellent results can be 
expected in such patients from carefully 
supervised labor and vaginal delivery. Tu- 
berculosis and other medical complications 
of pregnancy are no longer accepted as con- 
traindications to vaginal delivery. 

The high death rate resulting from the use 
of cesarean section to terminate pregnancy 
in patients with eclampsia or related hyper- 
tensive toxemias of pregnancy has caused 
this method of handling these conditions to 
be discarded in all clinics. Rarely it provides 
a proper solution in a case of rapidly pro- 
gressing toxemia which does not respond to 
adequate conservative therapy. 

The outstanding indications for Cesarean 
section™ are central placenta praevia and 
true cephalopelvie disproportion. Whether or 
not it should be used in abruptio placentae 
(premature separation of the normally im- 
planted placenta) depends upon the condi- 
tion of the patient, parity, the dilatation and 
effacement of the cervix, and the effective- 
ness of labor. If operation is performed for 
this condition or for placenta praevia, the 
patient must be adequately prepared by the 
administration of whole blood transfusions, 
and the risk of infection by attempts at vagi- 
nal delivery or repeated examination should 


5. Maternal Mortality, Philadelphia, 1931-1940, Comm. on 
Mat. Welfare of Philadelphia County M. Soc. 


Total Incidence Cesarean 

Deliveries Maternal Cesarean Maternal 

Mortality Section Mortality 

30,939 2.88% 2.46% 

2.40% 2.40% 

272,752 3.3 % 2.46% 
7,394 0.080% 4.28% 0.00 
9,632 0.16 % 2.34% 0.00 

68,786 0.29 % 2.67% 1.52% 


be avoided™, All too frequently, death from 
shock or infection follows operation in the 
poorly prepared patient. 

Cephalopelviec disproportion can be antici- 
pated only if careful prenatal internal pelvic 
measurements are made and the size of the 
developing fetus estimated as the patient ap- 
proaches term. It cannot be emphasized too 
frequently that multiparity is no guarantee 
of an adequate pelvis, and that the “grand 
multipara” (Eastman) presents a much 
greater risk than the primiparous patient. 


In the presence of an abnormal presenta- 
tion or even slightly questionable pelvic 
measurements, arrangements should be 
made for delivery in a hospital. Vaginal and 
rectal examinations during labor should be 
held to an absolute minimum, but labor 
should be carefully followed by abdominal! 
examinations. The patient may then be 
safely submitted to Cesarean section if if 
becomes necessary. 


Type and Time of Operation 


The effect of the type of operation and the 
time of its use on maternal mortality is 
shown in table 4°). If the patient is not in- 
fected by vaginal examinations, the mortal- 
ity increases only slightly after the onset of 
labor and rupture of the membranes’. 


Table 4) 

Cesarean Mortality in Brooklyn (1928) 
Duration of labor Cervical Classical 
Not in labor 0% 3.5% 
Less than 6 hours 6.4% 
6-24 hours 0% 7.1% 
24-72 hours 5.7% 9.1% 


More than 48 hours—no 
vaginal examinations 1.5% 5.9% 
More than 48 hours— 
vaginal examinations 10.5% 13.5% 
Total Maternal Mortality 4.3% 5.9% 


6. (a) Davis, M. E. and Gready, T. G., Jr.: A Review of the 
Maternal Mortality at the Chicago Lying-In Hospital, 
1931-1945, Am. J. Obst. & Gynec. 54:492-5138 (April) 
1946, 

(b) Duckering, F. A.: Delivery after Cesarean Section, 
Am. J. Obst. & Gynec. 51:621-634 (May) 1946. 

7. (a) Cummings, W. G.: A Study of Maternal Mortality, 
Am. J. Obst. & Gynec. 49:409-416 (March) 1945. 

(b) Irving, F. C.: Ten Years of Cesarean Section at the 
Boston Lving-In Hospital, Am. J. Obst. & Gynec. 50: 
660-680 (Dec.) 1945. 
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Fetal Mortality 


The advent of labor is the only true indi- 
cation that a patient has reached term in 
her pregnancy. Errors in judgment concern- 
ing the duration of pregnancy and the size 
of the baby result in the unnecessary loss 
of many babies following cesarean section. 
In 119 hospitals in North and South Caro- 
lina the fetal mortality following cesarean 
section in 1937 was 19 per cent. We have 
improved this record very little in the last 
nine years. 

In summary, we may say that the Cesar- 
ean operation is a life-saving procedure if 
it is done for proper indications and by a 
skilled operator. It should never be carried 
out without adequate consultation and with- 
out full realization that the maternal mor- 
tality under ideal circumstances is 2 per 
cent, and that the infant mortality exceeds 
that of vaginal delivery. 


CORRESPONDENCE 


To the Editor: 

I enclose a copy of a letter to the Medical 
Care Commission and the Good Health As- 
sociation which perhaps merits publication 
in the JOURNAL. 

Sincerely yours, 
O. NORRIS SMITH 
* 

Dr. John A. Ferrell, Exec. Secy., 
N. C. Medical Care Commission, 
Dr. Harry B. Caldwell, Exec. Secy., 
N. C. Good Health Association. 

Dear Sirs: 

At their regular meeting on October 24th, 
the members of the Greensboro Academy of 
Medicine devoted much time to a spirited 
discussion of the North Carolina Good 
Health Association’s promotion of its aims, 
in cooperation with the Medical Care Com- 
mission. 

By unanimous vote, the Academy re- 
solved: “That the Academy disapproves the 
wording of the ‘invitation’ to serve on the 
council of the North Carolina Good Health 
Association extended to many physicians by 
the Advisory Committee to the North Caro- 
lina Medical Care Commission, because the 
program would give such council members 
no freedom of choice as to the relative 
merits of the several aims, and would sup- 
press any constructive participation.” 
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By unanimous vote, the Academy also re- 
solved: “That the establishment of another 
4-year medical school at Chapel Hill or any- 
where else in the state is deemed a needless, 
useless, and extravagant expenditure of pub- 
lic funds. It is the least important point in 
the Good Health Association’s program and 
should be considered last. The other parts 
of the program are of vital importance, and 
should be vigorously pushed to completion.” 
We feel that the proposed hospital con- 
struction and expansion are the most impor- 
tant steps in the improvement of public 
health and in the attraction of new doctors 
to medically neglected areas. When the state 
legislature starts to prune the tremendous 
budget suggested by the Medical Care Com- 
mission, the promotional publicity thus far 
strongly suggests that the official voice of 
the Good Health Association will fight for 
the medical school to the last gasp, and 
would sacrifice, if necessary, all the other 
aims which have merited widespread public 
support. The proposed medical school is a 
highly controversial medicine, which has 
been made palatable for the public by a 
sugar coating of four other objectives upon 
which there is universal agreement. 
Sincerely yours, 
O. Norris SMITH, M.D., President 
H. C. LENNON, M.D., Secretary 


Streptomycin in the Treatment of Tuberculosis 


Distribution of a limited amount of streptomycin 
for clinical experiments in the treatment of tuber- 
culosis will be handled by the American Trudeau 
Society, medical section of the National Tuberculo- 
sis Association, Dr. H. McLeod Riggins, New York, 
president of the society, has announced. 

In response to a request by the Civilian Produc- 
tion Administration and a group of pharmaceutical 
manufacturers, Dr. Riggins has appointed a special 
committee headed by Dr. H. Corwin Hinshaw, Mayo 
Clinic, Rochester, Minn., to correlate the carefully 
planned clinical research studies to be carried out 
in hospitals and sanatoriums designated by the exec- 
utive committee of the American Trudeau Society. 

The object of these studies will be to determine 
the possibilities and limitations of streptomycin in 
the treatment of tuberculosis and to learn if the 
drug is sufficiently effective to justify increased 
commercial production, Dr. Riggins explained. 

Pointing out the high cost and limited quantity 
of the drug, he said it would be impossible at this 
time to supply many well qualified investigators or 
to assign it for individual cases, regardless of the 
degree of urgency. 

Dr. Hinshaw, who has conducted studies in strep- 
tomycin for the past twenty months, warned that 
it has not yet been sufficiently tested to warrant 
large-scale production and use in the treatment of 
tuberculosis. He emphasized that the drug cannot 
be regarded as a substitute for present methods of 
sanatorium and surgical therapy. 
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BULLETIN BOARD 


NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


In his presidential address before the North Car- 
olina Public Health Association in Winston- 
Salem last month, Dr. Robert F. Young declared 
that chronic alcoholism is one of our leading public 
health problems. He went on to say that “There are, 
according to a recent conservative estimate, 750,000 
chronic alcoholics in the United States. In addition, 
there are 2,250,000 excessive drinkers. Alcoholism 
may lead to an alcoholic psychosis, of which we have 
13,500 in institutions in this country. The State 
Hospital for the Insane in Raleigh, during the fiscal 
year 1942-1943, admitted three alcoholics with 
psychosis and 127 without psychosis out of a total 
of 573 first admissions; in 1943-1944, the same hos- 
pital admitted one alcoholic with psychosis and 103 
alcoholics without psychosis out of 482 first admis- 
sions. For these two years, then, at the Raleigh 
State Hospital for the insane, twenty-three per cent 
of the first admissions were due to alcoholism.” 

* * 


The staggering proportions to which juvenile de- 
linquency has grown in the United States in recent 
years is shown in data compiled from fingerprint 
cards made by the Federal Bureau of Investigation. 
Among other things, it has been disclosed by this 
source of information that between January 1 and 
December 31, 1945, 144,324 boys and young men 
between the ages of 16 and 24 were arrested in this 
country and their arrests recorded with the FBI. 
Add to this 40,041 girls and young women in the 
same age group who were arrested and _ finger- 
printed last year, and we have a total of 184,365 
young people of both sexes who found themselves 
in the toils of the law ina single year. 

During the month of July, 217 accidental deaths 
were reported to the State Board of Health, bring- 
ing the total for the year, to August 1, to 1,214. 
This July accident death toll of 217 comprised a 
sizeable percentage of the 2,155 deaths reported 
during the month from all causes, and it was 
second only to the total number of deaths from 
heart diseases and intracranial vascular lesions. 
Deaths resulting from automobile accidents, alone, 
in July numbered 92, bringing the year’s total up to 
that point to 542. 


NEws NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Mr. D. Hiden Ramsey, prominent Asheville news- 
paper man, has been appointed State Chairman of 
the 1946 Christmas Seal Sale by the Executive Com- 
mittee of the North Carolina Tuberculosis Associa- 
tion. He succeeds Kemp D. Battle of Rocky Mount 
who served as chairman in 1945. 

4 

As part of the overall campaign against tuber- 
culosis, all students applying for admission to state- 
operated educational institutions have been required 
to have chest x-rays, according to an announcement 
by Dr. T. F. Vestal, director of the Bureau of Tuber- 
culosis Control of the State Board of Health. This 
is the first time in the history of North Carolina 
that such an undertaking has been made. X-ray 
equipment, including films, and technicians are sup- 
plied by the Bureau of Tuberculosis Control, while 
clerical work and follow-up are furnished by the 
local health departments and the college health 
service staffs. 
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AIR AMBULANCE, INC. 


Inauguration of the first C. A. A. approved air- 
ambulance service took place on Saturday, Septem- 
ber 21, at the Durham-Raleigh Airport, where Gov- 
ernor Gregg Cherry and Dr. William M. Coppridge, 
president of the Medical Society of the State of 
North Carolina, among other dignitaries, christened 
the first plane of the service “Marie Curie.” 

Known as Air Ambulance, Inc., the service was 
originated by Boyd L. Ticktin and Jack W. Hunter, 
former Army Air Force pilots, who furnish charter 
air-ambulance service to eastern United States 
points, from Massachusetts to Florida and as far 
west as Chicago and St. Louis. 

Governor Cherry, who christened the first plane 
with a bottle of normal saline solution, said “that 
it was only natural for the world’s first, air-ambu- 
lance service to be a product of North Carolina, 
since it was in this same state that the Wright 
brothers flew the first successful airplane at Kitty 
Hawk.” He complimented the two air force veterans, 
Ticktin and Hunter, on being visionary enough to 
make use of their army training and experience, 
and to apply it to a valuable public service. 

Dr. Coppridge, extending his congratulations on 
behalf of the Medical Society, stated that North 
Carolina is proud that this service is being added 
to others now under consideration by the state for 
its citizens. He brought the best wishes of the doc- 
tors of North Carolina to the men of Air Ambu- 
lance, Inc., and wished them every success in their 
worthwhile undertaking. 

A half-hour radio program over the Tobacco Net- 
work carried the remarks of the principals to vir- 
tually the whole state of North Carolina. 

Plans call for the future extension of the service 
to such major hospitals as McGill Hospital at Mon- 
treal, Canada, and to the Mayo Clinic, Rochester, 
Minnesota, and eventually the entire nation. Con- 
valescent areas, including Tucson, Arizona, Denver, 
Colorado, New Orleans, and Miami, will be quickly 


and comfortably reached through the new air 


service. 

Nucleus of Air Ambulance, Inc., is a fleet of twin- 
engined Cessna transport planes. These planes serve 
as a backlog; and to keep pace with the growth of 
the line, ships will be drawn from this inventory and 
converted for the ambulance service in accordance 
with rigid Civil Aeronautics Administration regu- 
lations. 

Painted completely white and bearing regulation 
hospital insignia for ready identification, the flying 
ambulances are equipped with the most modern of 
aviation equipment including instruments for all- 
weather and “blind” flying. 

Each plane contains the regulation equipment 
carried by motorcar ambulances, such as a hospital 
stretcher, a variety of blankets, and medical sup- 
plies. Also included are a complete line of emer- 
gency drugs as well as oxygen tanks, resuscitators, 
inhalators, and basic hospital utensils for use in 
the constant supervision of the patient. 

Standard safety equipment of the planes consists 
of retractable landing gear and fire protection sys- 
tems. 

Air ambulance pilots hold commercial licenses. 
Especially trained for this type of public service, 
they are required to fly at altitudes specified by the 
patient’s physician, yet in strict conformance with 
€. A. A. regulations. A registered nurse accom- 
panying each patient is part of the service. Air 
Ambulance, Ine., has also made arrangements 
through a national insurance firm to protect each 
plane passenger with a $100,000 liability insurance 
policy. 
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NORTH CAROLINA NEUROPSYCHIATRIC 
ASSOCIATION 


The annual meeting of the North Carolina Neuro- 
psychiatric Association was held at the Caswell 
Training School in Kinston on October 25. Speakers 
on the program were Dr. Clemens E. Benda of 
Wrentham, Massachusetts; Dr. Lloyd J. Thompson 
of Winston-Salem; and Drs. Frederick H. Hesser 
and Ludlow Pence of Durham. Dr. W. T. Parrott 
and the Caswell Training School entertained the 
society at a barbecue following the program. 

Dr. Maurice H. Greenhill of the Duke University 
School of Medicine is president of the association. 


EIGHTH DISTRICT MEDICAL SOCIETY 


The Eighth District Medical Society met in Elkin 
on October 17. The afternoon program was pre- 
sented by the following speakers: Dr. R. E. Lewis 
of North Wilkesboro, Drs. J. R. Bender and George 
W. Holmes of Winston-Salem, Dr. Roy Mitchell of 
Mount Airy, and Dr. S. F. Ravenel of Greensboro. 
Mr. Carl Goerch of Raleigh was the speaker at the 
dinner meeting. 


TENTH DISTRICT MEDICAL SOCIETY 


The fall meeting of the Tenth District Medical 
Society was held in Marion on October 30. Scientific 
papers were presented by Dr. A. J. Jervey of Tryon, 


Dr. Robert H. Owen of Canton, Dr. C. D. Thomas . 


of Black Mountain, and Dr. A. B. Craddock of Ashe- 
ville. Dr. G. W. Murphy of Asheville reported for 
the special committee on the Industrial Commission, 
and a moving picture on the “Use of Intocostrin 
in Anterior Poliomyelitis” was shown. Following 
dinner at 7:30 p.m. talks were made by Dr. Roscoe 
D. McMillan of Red Springs, Dr. G. W. Murphy, 
Mr. S. K. Hunt, and Dr. William M. Coppridge of 
Durham. 

Officers of the Tenth District Society for 1946 
were Dr. Frank Howard Richardson of Black Moun- 
tain, president; Dr. V. P. Duckett of Canton, first 
vice president; Dr. William N. Fortescue of Hender- 
sonville, second vice president; Dr. Paul McBee of 
Marion, third vice president; Dr. C. N. Burton of 
Asheville, fourth vice president; and Dr. D. M. Mc- 
Intosh, Jr., of Marion, secretary-treasurer. Dr. D. 
M. McIntosh, Sr., is councilor for the district. 


CATAWBA VALLEY MEDICAL SOCIETY 


The Catawba Valley Medical Society held a sup- 
per meeting at the Hotel Hickory on October 25. 
Dr. Howard H. Bradshaw of the Bowman Gray 
School of Medicine was guest speaker, and papers 
were also presented by Dr. A. K. Ormond of Hickory 


and Dr. E. H. Ellinwood of Snow Hill. 


EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


Dr. Arthur M. Shipley of the University of Mary- 
land was guest speaker at a conjoint meeting of 
the Edgecombe-Nash Counties Medical Society and 
the Rocky Mount Sanitarium Staff, held in Rocky 
Mount on October 4. His subject was “Gallbladder 
Disease.” 
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PITT COUNTY MEDICAL AND DENTAL SOCIETY 


The Pitt County Medical and Dental Society had 
its regular meeting Thursday night, October 10, 
with the president, Dr. F. P. Brooks, presiding. 

The scientific program consisted of the following 
papers: “Hemorrhage in the Obstetric Patient” by 
Dr. D. L. Moore, and “Toxemia of Pregnancy” by 
Dr. S. M. Crisp. Dr. N. Thomas Ennett, Pitt County 
Health Officer, made a report-on the work of his 
department. 

Dr. J. M. Mewborn, Farmville, is secretary of the 
society. 


INTER-AMERICAN CONGRESS ON RADIOLOGY 


Several hundred radiologists from the United 
States and Canada met with delegates from the 
other American republics when the Second Inter- 
American Congress on Radiology convened in Ha- 
vana on November 17. Among the scientific papers 
which were presented by representatives of twenty- 
one nations were “The Diagnosis and Roentgen 
Treatment of Bursitis of the Shoulder,” by Drs. 
Walter W. Vaughan and N. Arenson of Durham; 
“Correlation of the Roentgenologic Diagnosis with 
the Operative Findings in Mediastinal Tumors,” by 
Drs. J. P. Rousseau and Leslie M. Morris of Win- 
ston-Salem; and “Roentgenologic Studies of Uni- 
lateral Exophthalmos,” by Dr. R. J. Reeves of Dur- 
ham. 


NEWS NOTES 


Dr. Verne S. Caviness of Raleigh has announced 
the association of Dr. William A. Withers in the 


practice of internal medicine. 
* * * 

Dr. Paul G. Reque, formerly associated with the 
Duke University School of Medicine, is now prac- 
ticing dermatology and syphilology in Birmingham, 
Alabama, and is on the faculty of the University of 


Alabama Medical School. 


Dr. John M. Andrew of Lexington is now at Cook 
County Hospital in Chicago, where he has a year’s 
fellowship in radiology. 

* sk 


Dr. Robert G. Holt of Lexington is taking a five- 
months postgraduate course in ophthalmology at 
Harvard Medical School. 

* * 


The names of the following North Carolina doc- 
tors appear in’ the second preliminary edition of 
“Courage and Devotion Beyond the Call of Duty,” 
a partial record of official citations to medical offi- 
cers in the United States armed forces during World 
War II, published by Mead Johnson & Company, 
Evansville, Indiana. The publisher invites additions 
and corrections for inclusion in the complete edition 
of this work. 

Capt. Jesse B. Caldwell, Jr., Cramerton—Bronze 

Star 
Capt. Alberti Fraser Lapsley, Badin—Bronze Star 
Major Parker C. Hardin, Monroe—Silver Star and 
Oak Leaf Cluster 
Capt. Eli M. Lippman, Fayetteville—Letter of 
Commendation, Soldier’s Medal 
Lieut. Col. William B. McCutcheon, 
Citation for Meritorious Service 
Major William R. Pitts, Charlotte—Bronze Star 
Major E. Charles Powell, Jr., Goldsboro—Bronze 
Star 

Capt. David L. Pressly, Statesville—Bronze Star 

Capt. George A. Rader, Newton—Bronze Star 

(posthumous) 
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Major Richard F. Richie, Raleigh—Bronze Star 

Lieut. Col. Paul W. Sanger, Charlotte—Legion of 
Merit 

Capt. Robert R. Stanley, Charlotte—Bronze Star, 
Purple Heart 

Capt. Gordon B. Tayloe, Aulander—Legion of 
Merit 

Lieut. Col. Thomas H. Tomlinson, Jr., Thomasville 
—Legion of Merit 

_—, Roscoe L. Wall, Jr., Winston-Salem—Bronze 

tar 

Capt. Raymond Wheeler, Sanford — Silver Star 
and Purple Heart 

Major Martin R. Wisely, Edenton—Silver Star 

Lieut. John W. A. Woody, Tryon—Navy and Ma- 
rine Corps Medal 


CORRECTIONS FOR THE ROSTER 


Dr. John Lester Ranson, Sr.— Specialty should 
be Anes rather than Ob. 

Dr. John Lester Ranson, Jr.—Specialty should be 
I rather than Anes. 


SCIENTIFIC EXHIBIT 


Centennial Session—American Medical Association 

At the Centennial Session of the American Med- 
ical Association to be held in Atlantic City, June 
9 to 13, 1947, the Scientific Exhibit will include 
both the history of medicine during the past cen- 
tury and the latest developments of medical science. 

Application blanks for space are now available. 
All applicants must fill out the regular form. Ap- 
plications close on January 13, 1947, after which 
time the Committee on Scientific Exhibit will make 
its decision and notify the applicants. 

Application blanks for space should be procured 
as soon as possible. They are available from The 
Director, Scientific Exhibit, American Medical As- 
sociation, 535 North Dearborn Street, Chicago 10, 
Illinois. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 1947 AWARD CONTEST 


The National Gastroenterological Association an- 
nounces its Annual Cash Prize Contest for 1947. 
One hundred dollars and a Certificate of Merit will 
be given for the best unpublished contribution on 
Gastroenterology or allied subjects. Certificates will 
also be awarded those physicians whose contribu- 
tions are deemed worthy. 

Contestants residing in the United States must 
be members of the American Medical Association. 
Those residing in foreign countries must be mem- 
bers of a similar organization in their own country. 
The winning contribution will be selected by a board 
of impartial judges, and the award is to be made at 
the Annual Convention Banquet of the National 
Gastroenterological Association in June, 1947. 

Certificates awarded to other physicians will be 
mailed to them. The decision of the judges will be 
final. The Association reserves the exclusive right 
of publishing the winning contribution, and those 
receiving certificates of merit, in its Official Publi- 
cation, The Review of Gastroenterology. All entries 
for the 1947 prize should be limited to 5,000 words, 
be typewritten in English, prepared in manuscript 
form, submitted in five copies, accompanied by an 
entry letter, and must be received not later than 
April 1, 1947. Entries should be addressed to the 
National Gastroenterological Association, 1819 
Broadway, New York 23, N. Y. 
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NEWS NOTES FROM THE OFFICE OF THE 
SURGEON GENERAL 


Moore General Hospital at Swannanoa, North 
Carolina, was released by the army on November 15. 
Present plans indicate that Veterans Administration 
may take it over. 


THE NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 


Dr. Harry M. Weaver, acting director of research 
for the National Foundation for Infantile Paralysis, 
has been named director of research for the organi- 
zation, it was announced today by National Foun- 
dation President Basil O’Connor. 

Previously on the faculty of Wayne University 
College of Medicine, Detroit, Dr. Weaver joined the 
National Foundation staff last February as assist- 
ant to the medical director. 

Dr. Weaver will be responsible for the research 
program of the National Foundation, through which 
grants are made to established research organiza- 
tions such as universities, public health laboratories, 
hospitals, and so forth, to enable scientific investi- 
gators throughout the country to carry on pro- 
grams of research designed to find ways to prevent 
or cure poliomyelitis. 


THE THIRD AMERICAN CONGRESS ON 
OBSTETRICS AND GYNECOLOGY 


The Third American Congress on Obstetrics and 
Gynecology will be held September 8-12, 1947, in 
the Municipal Auditorium in St. Louis, Missouri. 
The Second Congress was held in the same place 
in 1942, and the First Congress in Cleveland in 
1939. Dr. Fred L. Adair of Chicago is again General 
Chairman. 


VETERANS ADMINISTRATION 


Dr. Paul Budd Magnuson, professor of surgery 
and chairman of the Department of Bone and Joint 
Surgery at Northwestern University Medical School, 
Chicago, is acting assistant medical director for 
Research and Education, Veterans Administration. 


Dr. Frank Peter Ilasi, of Brooklyn, N. Y., has 
been appointed senior physician in tuberculosis at 
the VA Tuberculosis Hospital, Oteen, N. C. 

* * * * 


Dr. Harry E. Walkup, Baltimore, Md., has joined 
the thoracic surgery service of the VA Hospital, 


Oteen, N. C. 


Schering Announces Medical Staff Appointments 

Mr. Francis C. Brown, president of Schering 
Corporation, announces three new appointments to 
the medical staff of the company, manufacturers of 
endocrine, x-ray diagnostic, chemotherapeutic and 
pharmaceutical preparations, with plants at Bloom- 
field and Union, New Jersey. 

Dr. Harry Seneca of New Orleans, Louisiana, 
formerly assistant professor of tropical medicine at 
Tulane University School of Medicine, has been as- 
signed to the Schering Medical Research Division 
to carry on special research studies in the field of 
tropical diseases. Also appointed to the Medical Re- 
search Division of Schering was W. Alan Wright, 
MD., recently principal medical officer of the U. S. 
Federal Trade Commission, Washington, D. C. Dr. 
M. William Amster, of New York, until recently 
serving in the U. S. Army Medical Corps with the 
rank of Lieutenant Colonel has been designated a 
member of Schering’s Medical Service Department. 
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AUXILIARY FALL BOARD MEETING 


The Executive Board of the Auxiliary to 
the Medical Society of the State of North 
Carolina held its annual fall meeting on 
October 3, 1946, at Sanatorium, with the 
president, Mrs. Frederick R. Taylor, in the 
chair. A large and enthusiastic group at- 
tended as the guests of Dr, and Mrs, P. P. 
McCain. The highlight of the occasion was 
the presence of Miss Florence Matthews as 
an honor guest at the luncheon. Miss Mat- 
thews is the nurse who has occupied the Mc- 
Cain Bed for four years. She has made an 
almost complete recovery, and hopes to be 
released from the sanatorium by the first of 
next year. 

A letter from Dr. William M. Coppridge, 
president of the State Medical Society, was 
read, bringing greetings to the Auxiliary 
and regrets that he could not be present. 

Reports and plans from officers, committee 
chairmen, and councilors indicated that 
their work for the year is well in hand and 
point to a successful year. 

Dr. Roseoe D. MeMillan, secretary-treas- 
urer of the State Medical Society, was the 
guest speaker and brought to our minds the 
importance of being well informed on the 
pending legislative bills which are designed 
to affect medical care in North Carolina. Dr. 
Rachel Davis, Chairman of the Advisory 
Committee, gave a very inspiring message 
on the same subject. 

Prizes of $5.00 each were offered as fol- 
lows: to the county first paying all dues, by 
Mrs. Frederick R. Taylor; to the county 
making the largest gift to the McCain Bed 
at Sanatorium, by Mrs. P. P. MeCain; to the 
county making the largest gift to the Cooper 
Bed at Wilson, by Mrs. M. I. Fleming of 
Rocky Mount; to the county making the 
largest gift to the Stevens Bed at Black 
Mountain, by Mrs. G. M. Billings of Morgan- 
ton; to the county making the largest gift to 
the Student Loan Fund, by Mrs. M. D. Hill 
of Raleigh. 

Dr. Rachel Davis of Kinston offered 
$25.00 as an achievement prize to the dis- 
trict which contributes, during the ensuing 
year, the greatest good to the Auxiliary in 
organization, increased membership, educa- 
tion through the sale of Hygeia and the Bul- 
letin, and donations to our philanthropies. 
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These points will be rated on a percentage 
basis as follows: 


Percentage increase of membership 


Percentage attendance at meetings 95% 
Degree of cooperation with Auxiliary’s 

state-wide program 25% 
Degree of participation in local community 

causes and affairs: 

10% 


(1) Medical 

The district winning the $25.00 prize will 
also win the Davis cup. 

Attractive year books, the cover of which 
was designed by Dr. Frederick R. Taylor, 
were presented to the Board Members. Mrs. 
E. C. Judd of Raleigh moved that the seal 
constituting the cover design be made the 
permanent emblem of the Auxiliary. This 
motion was duly seconded and was passed 
unanimously. 

The meeting was closed with a vote of 
thanks to Mrs. P. P. McCain for her gracious 
hospitality, and a prayer by the president. 

The Auxiliary will meet at the Robert E. 
Lee Hotel in Winston-Salem April 28, 29, 
and 30, 1947, at the time of the convention 
of the State Medical Society. 


* * 


ANNOUNCEMENT OF OFFICERS AND 
COUNCILORS FOR 1946-47 


President—Mrs. Frederick R. Taylor, High Point 
Chairman of Past Presidents 
—Mrs. P. P. McCain, Sanatorium 


President-Elect 
— Mrs. W. Reece Berryhill, Chapel Hill 


First Vice President—Mrs. Erick Bell, Wilson 


Second Vice President 
Mrs. B. Watson Roberts, Durham 


Corresponding Secretary 
Mrs. C. L. Gray, High Point 


Treasurer—Mrs. E. C. Judd, Raleigh 


Recording Secretary 


—Mrs. Charles H. Gay, Charlotte 
Councilors 


First District 

— Mrs. Carlton A. Davenport, Hertford 
Second District—Mrs. Thomas L. Lee, Kinston 
Third District—Mrs. E. P. Walker, Wilmington 
Fourth District—Mrs. George W. Mitchell, Wilson 
Fifth District—Mrs. A. L. O’Briant, Raeford 
Sixth District—Mrs. W. T. Ward, Raleigh 
Seventh District— 

—Mrs. W. M. Summerville, Charlotte 

Eighth District—Mrs. Harry L. Johnson, Elkin 
Ninth District 

—Mrs. Alfred A. Kent, Jr., Granite Falls 
Tenth District—Mrs.S.M.Bittinger, Black Mountain 


The following chairmen of standing com- 


mittees have been appointed since the list 
was published in the June issue: 


Legislative—Mrs. C. O. Eldridge, Raleigh 
Post War Planning—Mrs. K. B. Pace, Greenville 
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Mrs. Clyde R. Hedrick of Lenoir has been 
appointed North Carolina Councilor to the 
Southern Medical Auxiliary. 


MRS. R. S. MeGEACHY 


Since God in His infinite wisdom has seen fit to 
call Mrs. Hettie Wissner McGeachy from our midst 
to enter into that larger and better life with Jesvs, 
we, the members of Craven County Medical Auxili- 
ary, wish to pay tribute to her memory and to ex- 
press our sorrow and keen sense of loss in her 
going. 

Mrs. McGeachy was loyal in every phase of her 
membership—attendance, support, and generosity. 
Not only our society has lost one of its most 
faithful, loyal and devoted members, but the church, 
other organizations, and the community as well. 

Mrs. Hettie McGeachy, or “Aunt Het” as she was 
called by many of her friends, was president of the 
Auxiliary to the Medical Society of the State of 
North Carolina in 1927 and again in 1932. At the 
time of her death on September 27, 1946, she was 
chairman of the Jane Todd Crawford Memorial. 

Mrs. McGeachy organized the Craven County 
Medical Auxiliary at a lovely luncheon in the pri- 
vate dining-room of the Hotel New Bernian, No- 
vember 2, 1939. She was made president, and Mrs. 
C. S. Barker, secretary. 

She celebrated her fiftieth wedding anniversary 
on September 1, 1946. She was greatly loved, and 
will be remembered by those who knew her as a 
living witness to the grace of God. 

Therefore be it resolved: 

First, That we express our gratitude for her life 
of faithful service and interest in the Auxiliary and 
in the kingdom of God. 

Second, That we extend our heartfelt sympathy 
to her family. 

Third, That a copy of these resolutions be sent 
to the North Carolina Medical Journal for publica- 
tion, a copy recorded in our minutes, and a copy 
sent to her family. 

MRS. C. S. BARKER, Chairman 
MRS. S. P. WATSON 


BOOK REVIEWS 


Allergy. By Erich Urbach, M.D., F.A.C.A., 
Chief of Allergy Department, Jewish Hos- 
pital, Philadelphia; Associate in Derma- 
tology, University of Pennsylvania School 
of Medicine; and Philip M. Gottlieb, M.D., 
F.A.C.A., Associate in Allergy Department, 
Jewish Hospital, Philadelphia; Instructor in 
Medicine, University of Pennsylvania 
School of Medicine. Ed. 2. 968 pages, with 
410 illustrations. Price, $12.00. New York: 
Grune & Stratton, Inc., 1946. 

This comprehensive and authoritative text on al- 

lergy is highly recommended to all students of med- 
icine. It is well planned and well written. Compli- 
cated and controversial matters are presented con- 
cisely and understandably, and the book keeps pace 
with the widening scope of the concept of hyper- 
sensitivity. 
In extending their discussion in Part III beyond 
the traditional realm of allergy, the authors have 
shown that no specialty of the healing art is entire- 
ly outside the field of allergy. 
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Diseases of the Skin—For Practitioners 
and Students. By George Clinton Andrews, 
M.D., F.A.C.P., Associate Clinical Profes- 
sor of Dermatology, College of P. and S., 
Columbia U.; Chief of Clinic, Dept. Derma- 
tology, Vanderbilt Clinic. Ed. 3. 937 pages 
with 971 illustrations. Price, $10.00. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1946. 


For sixteen years Andrews’ book has been one of 


the standard reference works on diseases of the 
skin. The third edition was brought out in response 
to the favorable reception given its predecessor by 
medical men in the armed forces. More than sixty 
new skin diseases have been added to the list, and 
the latest advances in therapy have been incorpo- 
rated. These changes necessitated the rewriting of 
every page, “almost every paragraph being revised 
by deleting the obsolete and adding recent discov- 
eries.” 

The author has lost none of his ability to com- 
press a vast amount of information into compara- 
tively small space, and to make vivid word-pictures 
of the various conditions he discusses. Numerous 
illustrations add to the value of the text. 

The book can be recommended unreservedly to 
the student and practitioner as one of the best 
texts on the skin available. 


Medical Uses of Soap. A symposium edited 
by Morris Fishbein, M.D., Editor of the 
Journal of the American Medical Associa- 
tion. Second Printing, 195 pages. Price, 
$3.00. Philadelphia: J. B. Lippincott Co., 
1946, 


The second printing of this unusual symposium 
contains an additional chapter on “The Surgical 
Uses of Soap” by Dr. Edwin P. Jordan, associate 
editor of the Journal of the American Medical As- 
sociation. 

The original printing was reviewed in the North 
Carolina Medical Journal for June, 1945. The form 
of the first nine chapters remains unchanged in the 
second printing. The reprinted portion contains 
extensive discussions of the chemistry and manu- 
facture of soap and of the newer detergents. The 
mechanism of action on normal skin, hair and beard 
is thoroughly covered, and the indications and con- 
traindications for the use of soap in various derma- 
toses are discussed. Cutaneous detergents other than 
soap are reviewed, and the industrial usages of 
soaps are outlined. The authors attribute the bac- 
teriostatic action to the mechanical removal of bac- 
teria rather than to any bactericidal effects. 

The new chapter on the surgical uses of soap 
discusses fully the question of preoperative ‘“scrub- 
bing,” both of the surgeon’s hand and of the 
operative field. The author recommends either tinc- 
ture of green soap or a mild white soap for cleans- 
ing traumatic wounds and burns, to the exclusion 
of other chemical solutions. There is a brief dis- 
cussion of recent progress in the attempts to de- 
velop a truly germicidal soap, and the addition to 
toilet soap of 2 per cent G-11 (2,2’-dihydroxy-3,5,6- 
3’,5’,6’-hexachloro-diphenyl-methane) is considered to 
be the most promising development in this field 
so far. 
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Carbohydrate Metabolism (Correlation of 

Physiological, Biochemical and Clinical As- 

pects). By Samuel Soskin, M.D., Director 

of the Research Institute, Michael Reese 

Hospital, and Rachmiel Levine, M.D., Di- 

rector of Metabolic and Endocrine Re- 
search, Michael Reese Hospital. 305 pages. 
Price, $6.00. Chicago: University of Chi- 
cago Press, 1946. 

As is stated in the subtitle, this book is an at- 
tempt to present a correlated picture of the chemi- 
cal, physiological, and clinical aspects of carbohy- 
drate metabolism. As a whole, one may say that this 
ambitious goal has been largely attained. 

In Part I our present knowledge of the inter- 
mediary steps in carbohydrate metabolism and of 
the enzymatic systems involved is summarized in 
clear language. Many schemes and diagrams, with 
suggestive analogies, make the presentation easily 
understandable, even to those who are not familiar 
with this subject. 

Parts II and IJI deal with the sources and fates 
of sugar in blood, and with the interrelationships 
between the metabolism of carbohydrates and that 
of fats and proteins. The clinical data and the 
methods by which these data were obtained are de- 
scribed and discussed rather extensively—perhaps 
too extensively in comparison to the development 
of the rest of the subjects. It was perhaps inevi- 
table that the personal views of the authors, who 
are strongly opposed to the “non-utilization theory” 
as an explanation for the pathogenesis of diabetes, 
would color this discussion. One will readily agree, 
however, with their criticism of conclusions drawn 
from criteria such as the dextrose/nitrogen ratio in 
the urine of diabetics or the respiratory quotient 
in normal and diabetic animals, as it is often very 
difficult to give an unequivocal interpretation of 
these data. 

The role of the various endocrine glands in the 
regulation of carbohydrate metabolism is described 
in Part IV, while Part V deals essentially with the 
interpretation of the clinical disturbances in carbo- 
hydrate metabolism. The reader will find the dis- 
cussion on the significance of various glucose tol- 
erance tests, especially in relation to liver diseases, 
very interesting. The two short chapters on the 
comparative physiology of diabetes and the present 
frontiers of research in carbohydrate metabolism, 
which conclude the book, are highly stimulating. 

The bibliography, while far from complete, is 
well selected and quite sufficient for those who may 
like to go deeper into certain phases of the subject. 
This book will be read with great profit by advanced 
students, and even more by physicians interested in 
the fundamentals upon which intelligent treatment 
should be based. 


Mongolism and Cretinism. A Study of the 
Clinical Manifestations and the General 
Pathology of Pituitary and Thyroid Defi- 
ciency. By Clemens E. Benda, M.D., Direct- 
or, Wallace Research Laboratory for the 
Study of Mental Deficiency, Wrentham, 
Mass.; Instructor in Neuropathology, Har- 
vard Medical School. 310 pages. Price, 
$6.50. New York: Grune & Stratton, Inc., 
1946. 

This book was written with the intention of re- 
awakening interest in the pathogenesis and treat- 
ment of the Mongolian idiot, a much neglected sub- 
ject in the recent medical literature. As such it is a 
welcome addition. 

The author’s observations on the anatomic pa- 
thology in this condition seem to constitute the 
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valuable contribution in the book. The evidence for 
congenital hypopituitarism as the etiology of mon- 
golism is not convincing to this reviewer, though 
the ideas are interesting. There are many state- 
ments which conflict with the standard concepts of 
mongolism, and the student should accept these 
ideas with a critical attitude. 

Cretinism is discussed incompletely, and there are 
no references to many of the valuable studies done 
in this country. The suggested treatment of cretin- 
ism differs somewhat from the usually accepted 
methods. 

The discussion of the two subjects is intermingled, 
so that it is difficult to follow either with ease. 
There are occasional typographical errors which 
make some sentences ambiguous. 

In spite of the above criticisms, this is an inter- 
esting book. 


Treatment of Arthritis and Rheumatism in 
General Practice. By Bernard Aschner, 
M.D., Chief of the Out-Patient Department 
for Arthritis at the Stuyvesant Polyclinic, 
New York City. Cloth. 340 pages. Price, 
$5.00. New York: Froben Press, 1946. 


This book is the most reactionary medical publi- 
cation that has been issued in a long time. After 
reading some parts of it, one feels that he must rub 
his eyes and look again at the date on the title page, 
to see if the year should not be 1846 instead of 
1946. It must be admitted that far too little is 
known about arthritis today, but surely it is not 
necessary to discard all that modern students of the 
subject have learned, and go back—as Dr. Aschner 
urges that we do—to Galen, Paracelsus, Pare, and 
other ancients to learn how to cure inflamed joints. 

Some idea of the author’s plan of treatment may 
be had from a few brief references. On page 66 we 
are told that in the eighteenth century tuberculosis 
of the joints was treated “successfully with anti- 
scrofulous remedies such as mercury and antimony. 
Externally cauterization with the hot iron improved 
and shortened the healing result in a way which 
we can hardly imagine today.” Counter-irritation 
by cauterization with a hot iron, by blistering, or 
by artificial ulcers is the author’s foundation stone 
in the treatment of arthritis. As authority he states 
that “100 years ago surgeons ... cauterized these 
chronic ... swellings of the joints with the red-hot 
iron and very often achieved a definite cure in a 
few weeks or months.” Bleeding is also highly 
recommended. 

Internally, purgatives, especially Glauber’s salt 
and calomel, sudorifics, especially tartar emetic “in 
subnauseous doses,” and pilocarpine are highly 
recommended. He deplores the fact that “ ‘purgation 
upward’ by vomiting” was abandoned as recently as 
one hundred years ago, since “It is a kind of organic 
shock-therapy, shaking up the solar plexus, also 
called the abdominal brain.” 

On page 188 we are told that “Rupture of the 
intervertebral disks . .. is rather a rare exception 
... the every day cases of lower backache .. . re- 
spond very well to local counter-irritation, combined 
with general anti-arthritic measures.” 

The author believes that arthritis and the men- 
strual function are closely connected. The only hor- 
mone he advocates, however, is thyroid gland. For 
the most part he depends chiefly upon his triad of 
purgation, sweating, and vomiting, together with 
drastic counter-irritation. Obesity is to be corrected 
by semi-starvation plus systematic purgation. 

This book is not to be recommended except as an 
ex¢ursion into ancient medical literature. 
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Memoriam 
HARVEY MEARES BRINKLEY, M.D. 


Harvey Meares Brinkley was born September 1, 
1896, at Elm City, North Carolina, the son of Elisha 
Robert and Obeda Meares Brinkley. He received his 
early education in the elementary and high schools 
of Elm City. In 1914 he graduated from high school 
with honors, and entered the University of North 
Carolina. After completing one year of pre-medical 
work, he entered the University of North Carolina 
Medical School in the fall of 1915. He completed 
the prescribed two-year medical course in the spring 
of 1917, and matriculated at Jefferson Medical Col- 
lege in the fall of 1917. During his course at Jeffer- 
son Medical College, he received honorary member- 
ship in the Edwin E. Graham Pediatric Society, and 
joined the Phi Chi Medical Fraternity. 


Following his graduation from Jefferson Medical 
College in 1919, he was resident physician for one 
year at the Lancaster General Hospital, Lancaster, 
Pennsylvania. Leaving this hospital on June 30, 
1920, he came to Durham, where he was resident 
physician at Watts Hospital for two years. He be- 
gan general practice in Durham after leaving Watts 
Hospital, and continued this practice in Durham 
until he was forced to give up his work because of 
illness in the fall of 1945. Prior to his illness, he was 
chief of the obstetric service at Watts Hospital, 
and also a member of the Advisory Committee and 
the Intern Committee. 

During World War I, Dr. Brinkley served from 
July, 1918, to April, 1919, in the Medical Enlisted 
Reserve Corps and Student Army Training Corps. 
In World War II, he received the Truman citation 
for service rendered in connection with Selective 
Service. He was past president of the Durham 
County Chapter of the University of North Caro- 
lina Alumni Association, the Durham-Orange 
County Medical Society, and the Durham Lions 
Club. He belonged to the Hope Valley Country Club, 
the Riverside Hunt Club in Chatham County, and 
the Duke Memorial Methodist Church. 


On July 8, 1925, he married Mrs. Byrd Petty 
Gainey. From this union were born two children: 
Harvey Meares Brinkley, Jr., and Mary Byrd Brink- 
ley. He died on June 15, 1946, and is survived by his 
wife and two children. 


Harvey Brinkley was an excellent student, and 
yet he was so unassuming and modest in his de- 
meanor that one would never have known it if they 
had had to find it out from him. He was a conserva- 
tive practitioner of medicine—never too quick to 
lay aside the old nor too slow to take up the new. 
He was the kind of doctor who inspired confidence 
and who gave his patient a feeling of security. 
There are many things that could be said of Harvey 
Brinkley, but few of us have known a man about 
whom so few bad things could be said. We have 
never heard of his having an enemy, and we do not 
believe that he did. If he ever said anything derog- 
atory about anyone, he must have said it to him- 
self, because no one ever heard him. He liked people. 
He liked sports of all sorts; he was a hunter. He 
liked to get out in the fields in the fall and follow 
a good dog. His love of nature and everything that 
God made was a revelation and an inspiration to his 
friends. He might truly be called a “man’s man”; 
everyone who knew him respected him and many 
loved him. He was a good husband, a good father, 
a good doctor, a good citizen, and a good friend. 

Be it resolved that a copy of this obituary be 
placed in the minutes of the Watts Hospital Staff 


IN MEMORIAM 


and the Durham-Orange County Medical Society; 
also, that a copy be sent to the family, and that one 
be sent to the Secretary of the North Carolina State 
Medical Society. 
FOY ROBERSON, Chairman 

Obituary Committee: 

Dr. W. R. Stanford 

Dr. Foy Roberson, Chairman 

Dr. W. M. Coppridge 


ROBERT S. MeGEACHY, M.D. 


We the members of Craven County Medical So- 
ciety wish to express our sorrow in the tragic and 
untimely death of one of our members, Dr. Robert 
S. McGeachy. 

Dr. McGeachy’s death was due to the explosion 
of a gas water-heater in his basement on October 
8, 1946. His burns were so extensive that there was 
no hope of his recovery. Dr. McGeachy’s death fol- 
lowed that of his wife by two weeks. The couple 
celebrated their fiftieth wedding anniversary on 
September 1, 1946. 

A native of Robeson County, Dr. MeGeachy was 
born on December 16, 1871, and attended Davidson 
College and the Bellevue Medical School in New 
York City. During World War I, he was attached 
to the medical corps of the Thirtieth Division, and 
was stationed at Camp Sevier, South Carolina. 

Prior to World War I, he practiced medicine in 
Raleigh from 1896 to 1917. Since leaving the service 
he had been in public health work, serving as public 
health officer in Greenville, Kinston, and elsewhere. 
In 1939 he came to New Bern from Weldon to suc- 
eeed Dr. Murray P. Whichard as Craven County 
Health Officer. 

Dr. McGeachy gave his full time and loyal service 
for the health of the peonle of the City of New 
Bern and the County of Craven. He was greatly 
interested in the control of tuberculosis. 

He was a loyal member of the Presbyterian 
church and a staunch opponent of the use of alcohol 
as a beverage. 

To his church and to the medical profession he 
gave the greater part of his life in loyal service. 

Therefore we offer the following resolutions: 

FIRST, That we regret the tragic and untimely 
death of one of our members who was so loyal to 
the nrofession which he and we all love so well. 

SECOND, That we appreciate his long and faith- 
ful devotion to the practice of his profession. 

THIRD, That we know that he was a man of the 
highest morals, and a faithful member of his church, 

FOURTH, That we extend our heartfelt sympathy 
to his son and family. 

FIFTH, That a copy of these resolutions be sent 
to the North Carolina Medical Journal for publica- 
tion, a copy be recorded in our minutes, and a copy 
be sent to his family. 

Cc. S. BARKER. M.D. 
WILLIAM H. WILLIS JR., M.D. 


RHODES EDMOND NICHOLS, SR., M.D. 


Dr. Rhodes Edmond Nichols. Sr., was born in 
Wake County July 27, 1864, the son of the late 
Walter and Margaret Haliburton Nichols. He at- 
tended private schools and later public schools in 
the county. From there, he went to old Trinity 
College in Randolph County. In 1888, he entered 
Richmond Medical College and was graduated with 
the M.D. degree in 1890. He passed the North Caro- 
lina State Board in May, 1890. Shortly after, he 
married Anna Eliza Chandler from Person County. 
From this union, there were nine children — five 
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daughters and four sons—and ten grandchildren. 
All survive the deceased except one son, the young- 
est, who died at the age of 12. Dr. Nichols settled 
in Wake County near his old home and practiced 
medicine for fifty years, retiring from active prac- 
tice about 1940. 

Since he was intensely interested in public edu- 
cation, he worked unfailingly for the improvement 
of the county schools. He was instrumental in get- 
ting the part of Durham County that is now Carr 
Township transferred from Wake to Durham 
County. 

For many years, Dr. Nichols was a member of 
the Fletchers Chapel Methodist Church, serving on 
the board of trustees for a long period. He was a 
member of the Masonic Order, Woodman of the 
World, junior order, Board of Trustees of Watts 
Hospital, and an honorary member of the Staff of 
Watts Hospital, a member of the Durham-Orange 
County Medical Society, and of the North Carolina 
State Medical Society. He served as a member of 
the Durham County Board of Commissioners for 
twelve years. 

The last few years of his life were spent in quiet 
retirement with his family and friends at his home 
on the Wake Forest Road. He died July 25, 1946, at 
Watts Hospital, following a long period of declining 
health. 

The passing of Dr. Rhodes Edmond Nichols, Sr., 
makes thinner the ranks of that truly great figure, 
the family physician. In every sense of the word, 
Dr. Nichols embodied all that the term “family phy- 
sician” means. A good doctor, a polished gentleman, 
and a splendid citizen, he will be greatly missed 
by his patients and his friends. 

3e it resolved that a copy of this resolution be 
spread on the minutes of the Staff of Watts Hos- 
pital, and a eopy sent to the family of this deceased 
member of the Staff of Watts Hospital. 

FOY ROBERSON, Chairman 
Obituary Committee: 
Dr. Foy Roberson, Chairman 
Dr. W. R. Stanford 
Dr. W. M. Coppridge 


Proprietary Association of America 


Enactment of State food and drug laws which are 
uniform with the Federal Food and Drug Act, with 
vigorous enforcement of the State statutes, was 
urged by Dr. Frederick J. Cullen, executive vice 
president of the Proprietary Association of America, 
in a speech before the South Atlantic Drug Club 
in Atlanta on November 5. The members of the 
Proprietary Association manufacture approximately 
80 per cent of the medicines sold in the United 
States which are intended for self-medication. 


MEDICAL JOURNAL November, 1946 


Streptomycin Quotas Lifted 


In accordance with telegraphic instructions re- 
ceived from Washington, D. C., the Winthrop Chem- 
ical Company, Inc., one of the first distributors of 
the new antibiotic Streptomycin, announced Novem- 
ber 1 that this drug was now available to all hos- 
pitals and sanitariums. 

Formerly supplied only under allocation by the 
Civilian Production Administration to selected depot 
hospitals and other government agencies, although 
still under government control, Streptomycin may 
now be ordered direct from Winthrop by all hos- 
pitals without restrictions during November. 

As was the case with penicillin, due to limited 
production in the early days, Streptomycin may not 
yet be made generally available through drug trade 
channels, which action will probably follow as soon 
as supplies are plentiful. 


The problem of infection in tuberculosis is simp- 
lified by the fact that healthy carzjers of the or- 
ganism, comparable to diphtheria carriers, are un- 
known. Between one-half and two-thirds of the pop- 
ulation carry evidence of infection with tuberculo- 
sis, but in few does the disease give rise to a lesion 
which releases tubercle bacilli. Occasional patients 
with chronic fibroid phthisis in whom the disease 
has reached an equilibrium may, to be sure, con- 
tinue to excrete bacilli for years and remain per- 
sistent foci of infection, but such cases are not 
carriers in the ordinary sense. For practical pur- 
poses the real source of infection is the active, 
sputum-positive case-——Henry D. Chadwick, M.D., 
and Alton S. Pope, M.D. The Modern Attack on 
Tuberculosis, The Commonwealth Fund, Revised, 


£\ Fee Shy, Nervous, Retarded Children £3 


Year round private home and schocl for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 


FREE SAMPLE 


ADDRESS 


ROUGH HANDS 
FROM TOO MUCH SCRUBBING? 


Soften dry skin with AR-EX CHAP CREAM! 
Contains carbonyl diamide, shown in hos- 


pital test to make skin softer, smoother, 


CITY 
STATE 


AR-EX COSMETICS, INC., 


and even whiter! Archives of Derm. and 
S., July, 1943. FREE SAMPLE. 


— 1036 W. VAN BUREN ST., CHICAGO 7, ILL. 
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handle 


| . : In abdominal surgery the bowel is handled as 
. \ a gently as possible to avoid even the 
slightest traumatism. 

\ 


In constipation management the same 
delicacy is desirable—harsh, irritant 
cathartics and purgatives are replaced by the 
more physiologic method of ‘‘Smoothage.” 


Metamucil provides ‘“‘Smoothage’’—soft, 


bland, mucilloid bulk devoid of chemical and 
physical irritants. 


Metamucil is the highly refined mucilloid 
of a seed of the psyllium group, Plantago 
ovata (50%), combined with dextrose (50%). 


Metamucil is the registered trademark of 
G. D. Searle & Co., Chicago 89, Illinois 
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What Do YOU Want? 


What may suit one person will not prove satisfactory with some- 
one else. That is why our FIRST DAY TO LIFETIME pay- 
ment policy, as approved by your Society, can be adjusted 
almost any way you desire in order to fit your individual needs. 


For example: Many physicians have told us that they do not 
care for first day benefits but do want monthly payments for 
LIFE in event of disability. This is possible at a greatly re- 


duced premium. 


This is just another step in our desire to underwrite your per- 
sonal protection on an individual basis, rather than tell you we 
have just one plan on a take it or leave it basis. Send us the 
prescription for what you want and we will do our best to fill it. 


World INSURANCE COMPANY 


710 Nissen Building 
WINSTON-SALEM, N. C. HOOPER BROS. MANAGERS 
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30 days... 
or life? 


During baby’s first critical 30 days, a lifetime may be gained or lost— 
good reason to minimize his burdens and leave him free from the gas- 
trointestinal problems of excessive fermentation, upset digestion and diar- 
rhea, and—good reason for ‘Dexin’ which has proved an excellent "first 
carbohydrate.” Because of the high dextrin content it is not fermentable 
by the organisms usually present in the intestinal tract, and undergoes 
enzymic hydrolysis sufficiently slowly to permit absorption of dextrose 
about as fast as it is formed. No large quantities of fermentable carbo- 
hydrate are likely to be present in the intestine at any one time. 


Readily soluble in hot or cold milk, ‘Dexin’ brand High Dextrin Carbo- 
hydrate permits the formation of soft, flocculent, easily digested curds. 


‘Dexin’ does make a difference. 


Composition—Dextrins 75% * Maltose 24% Mineral Ash 0.25% Moisture 
0.75% ¢ Available carbohydrate 99% ¢ 115 calories per ounce « 6 level packed 
tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds * 
Accepted by the Council on Foods and Nutrition, American Medical Association. 

‘Dexin’ Reg. Trademark 


Literature on request 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 East 41st St., New York 17, N.Y. 
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4 Protection Program Kor The Medical Profession 


Special Features The whole story is not told in the printing. The 

value of an insurance policy is determined by 

No automatic termination at any age. the way if performs when you need it. Manage- 

No increase in premium. ment, freedom from contract technicalities, and 

No decrease in indemnity. liberal company practices, when it comes to 
No house confinement required. settling a claim are the important things. 


] 

The company pays the indemnity if you have a 

Pays sceident for Ufo. anaiae if on can not work; if you have 
P ickness for TWO YEARS. ‘ ‘ 

‘onlin: medical attention. No other factors are involved. 


UP TO $400.00 Write me today and I will mail you without 


If you have $200.00 per month disability we will obligation the particulars of a policy which 
write $200.00 more. If you have none, we will pays life time for accident, two years for sick- 
write $400.00 per month for you. ness, and is incontestable. 


x RALPH J. GOLDEN, Associate Mgr. 
THE INTER-OCEAN CASUALTY CO. 


223 PIEDMONT BUILDING 
GREENSBORO, N. C. 


14 YEARS OF PERSONAL SERVICE TO NORTH CAROLINA DOCTORS 1 


BROADOAKS SANATORIUM 


2 


James W. RHE 
V , M.D. 
pnt Taylor, M.D. 


One of the Buildings 


PRIVATE Hospital for the treatment of NERVOUS AND MENTAL DISEASES, 
A INEBRIETY AND DRUG HABITS. A home for permanent care of selected 


eases of chronic nervous and mental diseases. 

Both of the medical officers reside at the SANATORIUM and both devote their 
entire time to its service. Located in Piedmont, North Carolina, the climate is mild 
and invigorating at all seasons. 

Equipped for the treatment by approved methods. Billiards, Tennis and other 
diverting amusements. 


MORGANTON — Corepondence solicited — NORTH CAROLINA 
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to combat 


persistent depression in 


the aged patient 


Old age sometimes brings a severe and lasting depression, marked by self-absorption, 
withdrawal from former interests and loss of capacity for pleasure. This de »pression often 
aggravates underlying pathology by interfering with exercise, appetite and sleep. 


Because of its power to restore mental alertness and zest for living, Benzedrine Sulfate 
helps to overcome depression and anhedonia in the aged. Obviously, careful 
observation of the aged patient is desirable; and the physician will distinguish 
between the casual case of low spirits and a true and prolonged mental depression. 
The dosage should be adjusted to the individual case. 


benzedrine sulfate 


(racemic amphetamine sulfate, S.K.F.) Tablets and Elixir 


Smith, Kline & French Laboratories, Philadelphia, Pa. 
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An Announcement 


To DOCTORS 
Cooperating With 


VETERANS 
ADMINISTRATION 


Spencer Supports have been app~oved for 
purchase by the Veterans Admi.istration 
through its Regional Offices, Hospitals, 
Homes and Centers. Purchases are author- 
ized on the prescription of doctors cooperat- 
ing with the Veterans Administration, in- 
cluding those who are treating veterans on 
an out-patient basis in their home communi- 
ties. 

In the treatment of veterans for conditions where sup- 


port therapy is indicated, the doctor, as always, can rely 
on Spencers to meet his most exacting requirements. 


For more than forty years, Spencer Individually Designed 
Supports have effectively aided the doctors’ treatment 
of such conditions as: 


Sacroiliac or Lumbosacral 
Disturbances 


Fractured Vertebrae 
Protruding Disc 
Spinal Tuberculosis 
Spondylolisthesis 
Spondylarthritis 


Postural Syndrome 


Hernia, If Inoperable, 
or When Operation 
Is To Be Delayed 


Visceroptosis or Nephroptosis 
With Symptoms 


Spinal or Abdominal Postoperative 


The reason Spencer Supports are so effective is this: 
Each Spencer Support is individually designed, cut and 
made after a description of the patient’s body and pos- 
ture has been recorded—and 15 or more measurements 
have been taken. 


Thus, more selective medical management is possible 
because a support especially designed for the one patient 
who is to wear it provides greater—more exact—benefits 
than an ordinary support. 


For a dealer in Spencer Supports look in telephone book 
for “Spencer corsetiere” or “Spencer Support Shop,” or 
write direct to us, 


SPENCER, INCORPORATED 


129 Derby Ave., New Haven 7, Conn, May We 
In Canada: Rock Island, Quebec. Send Y. 
In England: Spencer (Banbury) Ltd., Banbury, Oxon. Be Pato 
Please send me booklet, ‘’H S rt 
Aid the Doctor's 
INDIVIDUALITY 
SPENCER 722722" SUPPORTS 


For Abdomen, Back and Breasts 


ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS ALL 


ALL 
S PREMIUMS SURGEONS CLAIMS ¢ 
COME FROM DENTISTS GO TO 
$5,000.00 accidental death $8.00 
$25.00 weekly indemnity, Quarterly 
accident and sickness 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, Quarterly 
accident and sickness 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, Quarterly 
accident and sickness 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, Quarterly 


accident and sickness 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 


86¢ out of each $1.00 gross income used 
for members’ benefit 


$2,900,000.00 $13,500,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 
Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


44 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA 2, NEB. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


AA 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones: 1004-1005 
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No. 1 Unretouched photomicrograph of the 
dome (enlarged 10 diameters) and the rim (inset) 
of a “RAMSES” Flexible Cushioned Diaphragm. 


No, 2 Unretouched " photomicrograph of the 
dome (enlarged 10 diameters) and the rim (inset) 
of a conventional-type diaphragm, 


- from 50 to 95 millimeters, inclu- 


| ly y test 183 


The discerning eye of the micro- 
scope reveals notable advan- 
tages of the “RAMSES”* Flexi- 
ble Cushioned Diaphragm. 

Only the “RAMSES” has the 
patented rim construction which 
provides both a wide, unin- 
dented area of contact with the 
vaginal walls, and a cushion 
of soft rubber to buffer spring 
pressure. 

The pure gum rubber used in 
the dome is prepared by an ex- 
clusive process which imparts 
lightness, strength, velvet 
smoothness, and long life. 


ACCEPTED 


AMERICA,’ 


RED 


FLEXIBLE CUSHIONED 
DIAPHRAGM 


Manufactured in gradations of 
5 millimeters in sizes ranging 


sive. Available through all rec- 


gynecological division 


JULIUS SCHMID, INC. 


423 West 55th St., New York 19, N. Y.: 


“The word “RAMSES” is a registered trade- ’ 
inark of Julius Schmid, Inc. 
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STUART CIR 


413-21 Stuart Circle 


Medicine: 
Alexander G. Brown, Jr., M.D. 
Manfred Call, III., M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III., M.D. 
John D. Call, M.D. 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pediatrics: 
Algie S. Hurt, M.D. 
Charles Preston Mangum, M.D. 


Pathology: 
Regena Beck, M.D. 


Bacteriology: 
Forrest Spindle 


Director: 


Mabel E. Montgomery, R.N., M.A. 


CLE HOSPITAL 
RICHMOND, VIRGINIA 


Surgery: 
Charles R. Robins, M.D. 
Stuart N. Michaux, M.D. 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 


Urological Surgery: 


Frank Pole, M.D. 
Marshall P. Gordon, Jr., M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
Randal A. Boyer, M.D. 
Physiotherapy: 
Mozelle Silas, R.N., R.P.T.T. 


(2, 4-di (p-hydroxypheny!! -3 ethyl hexane. 


ACCEPTED 


Literature and Sample on Request 


Schieffelin BENZESTROL is described in clinical 
reports as a well tolerated and effective estro- 
gen. It is indicated in all conditions in which 
estrogenic substances have proved beneficial. 

Schieffelin BENZESTROL offers an econom- 
ical means of administering estrogenic hor- 
mone therapy. It is available for oral use in 
tablets of 0.5, 1.0, 2.0 and 5.0 mg. strengths; 
for injection in oil solution containing 5.0 mg. 
per cc. in 10 cc. rubber capped vials; and for 
local administration in ellipsoid shaped vagi- 
nal tablets of 0.5 mg. potency. 


Schieffelin & Co. 


Pharmaceutical and Research Laboratories 
20 Cooper Square New York 3, N. Y. 
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the Dietary 
Diabetes Mellitus 


Prior to the advent of insulin, excessive protein breakdown was a frequent 
occurrence in the uncontrolled diabetic patient. This protein waste mani- 
fested itself in the excretion of large amounts of nitrogen in the urine, a 
situation encountered even today when long standing diabetes mellitus is 
first detected in a patient. 


The basis underlying this faulty protein metabolism is an increased con- 
version of protein to carbohydrate, derived from the glycogenic amino acids. 
Consequently, restriction of protein intake was justified, even at the expense 
of negative nitrogen balance. 


Through the use of adequate amounts of insulin, protein breakdown for 
glycogenesis is largely preventable. Based on the modern concept of the vital 
role of protein in the body economy, the prescribed dietary initially provides 
at least 1.5 Gm. of protein per Kg. of body weight* to compensate for past 
negative nitrogen balance. After the first few weeks of treatment, the pro- 
tein intake is dropped to not less than 70 Gm. daily. 


This liberal protein allowance, readily “covered” by insulin, has the addi 
tional advantages of providing generous amounts of B complex vitamins, and 
of exerting a beneficial influence upon hepatic function, derangement of 
which is considered by some investigators to be a factor in the pathogenesis 
of diabetes mellitus. 


Among the protein foods of man, meat ranks high as a source of biologically 
adequate protein, capable of satisfying all protein needs. It provides generous 
amounts of B complex vitamins, and enhances the biologic quality of less 
complete proteins derived from other foods. 


*Stare, F. J.. and Thorn, G. W.: Protein Nutrition in Problems 
of Medical Interest, J. A.M.A. 127:1120 (April 28) 1945, 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


AMERICAN MEAT [INSTITUTE 
MAIN OFFICE, CHICAGO . . . MEMBERS THROUGHOUT THE UNITED STATES 
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In the field of allergy, cosmetics are literally and figuratively not 
~2 \, to be sneezed at, because they may be a causative or contributing 
1s)? agent in allergic cases. That is why when there is a history of 
allergy we suggest that patch tests be made with those of our prod- 
ucts the subject is using or contemplates using. If they test posi- 
tive, further testing with their constituents is indicated to determine the 
offending agents. These found, we frequently can modify our formulas 
to suit the subject’s requirements. The patch test is generally considered 
best for testing cosmetics because it most closely approximates the condi- : 
tions under which they are normally used. 


While our products are free from so-called common cosmetic aller- 
gens, such as orris root and rice starch, we feel it should be made clear 
that any of their normally innocuous ingredients might be allergenic to 
the allergic individual. It is our practice to write our patrons a letter to 
this effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions can- 
not tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request 
to send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier’s Fine Cosmetics and Perfumes are selected to suit your prac- 
tical cosmetic requirements and aesthetic preferences. They are made 
available to you by Cosmetic Consultants who assist you with the selection 
of suitable Luzier products and show you how to apply them to achieve 
the most becoming cosmetic effect. 


4 


Luzier’s, Inc. 
Makers of Fine Cosmetics and Perfumes 


Kansas City, Missouri 
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Built on a firm foundation, the Leaning Tower of Pisa 
has withstood the centuries . . . so, too, health and vigor 
in infancy and the years ahead depend on a firm foun- 
dation of optimum nutrition. « BIOLAC, when supple- 
mented with vitamin C, is a valuable infant food whose 
ample milk proteins constitute an adequate source of All 
essential amino acids ... the indispensable foundation 
stones for sound tissues. * BIOLAC closely approximates 


mother’s milk in safety, simplicity, and nutritional value. 


BORDEN’S PRESCRIPTION, PRODUCTS DIVISION 350 Mapison AVENUE, NEW YORK 17, N.Y. 


“BABY TALK” FOR A GOOD SQUARE MEAL 


Biolac is a liquid modified milk, prepared from 
whole and skim milk with added lactose, and 


fortified with vitamin B,, concentrate of vitamins 


AMERICAN 
MEDICAL 
ASSN 


A and D from cod liver oil, and iron citrate. 
Evaporated, homogenized and sterilized, Biolac 


Quickly prepared... easily cal- 
culated: 1 fl. 0. Biolac to1Ys fl ts available in 13 fl. oz. cans at all drug stores. 


oz. water per lb. of body weight. 
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CHARLOTTE EYE, EAR & THROAT HOSPITAL 


No. 106 Wesr Szeventu Sr. 
CHARLOTTE, NORTH CAROLINA 


Adjacent to Professional Building 


—STAFF— 
Oto-Laryngology 
Dr. C. N. 
Dr. F. E. Morrey 
Dr. V. K. Haar 
Ophthalmology 
Dr. H. L. Stoan 
Dr. F. C. Surrn 
Perimetrist 
Marcaret Monroe Smrru, Pu.D. 
X-Ray and Laboratory 
W. E. Roserrs 
Superintendent 


Miss Torrence 


ROOMS-—Single or En Suite 


OFFICES OF THE STAFF ARE LOCATED IN THE HOSPITAL 


A modern, fireproof, completely equipped Hospital for the diagnosis and treatment of dis- 
eases of the Eye, Ear, Nose and Throat. Diagnostic and Therapeutic Bronchoscopy and 
Esophagoscopy 

Nursing staff consists of graduate nurses only 


REG. U. S. PAT. OFF.. 


You trust 
its quality 
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| Kha @ unique design of CAMP 


Prenatal Supports has earned wide 
clinical approval because it assures 
effective and controlled support of 


the abdomen, pelvic girdle and 
back without compression. Obste-— 
tricians rely on Camp-trained fitters — 
for the skill and ethical approach 

which contribute to the well-being 
and comfort of their patients. 


WRITE FOR Reference Book 
for Physicians and Surgeons | 


ANATOMICAL SUPPORTS | 


S. H. CAMP AND COMPANY « Jackson, Michigan 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario * London, England 
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THE TUCKER HOSPITAL 


212 West Franklin Street, Corner Madison 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. BeverRLEY R. Tucker, Dr. Howarp R. MAsTeErRs 


AND Dr. JAMES ASA SHIELD 


Catalog on Application 


Request 


This colorful chart pictures quantities of foods 
furnishing the same amounts of protein. As 
sufficient quantities of animal protein are often 


lacking in the American diet, it is very impor- 


tant to add milk, a good source of protein—to 


maintain good muscular strength, build and re- 


Gtential 


place worn out red blood cells. 


THE DAIRY COUNCILS of 


Winston-Salem & Lexington Durham, Burlington & Raleigh Greensboro & High Point 
624 Reynolds Building 310 Health Center Bldg. 105 Piedmont Bldg. 
Winston-Salem, N. C. Durham, N. C. Greensboro, N. C. 


DOCTORS IN NON-DAIRY COUNCIL TERRITORY CAN OBTAIN THIS MATERIAL AT A NOMINAL COST 
FROM THE NATIONAL DAIRY COUNCIL, 111 NORTH CANAL STREET, CHIGAGO 6, ILLINOIS 
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SYMBOL 
OF 


This unretouched photomicrograph depicts the pure, crystalline 
state in which all Penicillin-C.S.C. is now supplied. 


PURITY 


As a result of special processes of purifica- 
tion and crystallization, all Penicillin-C.S.C. 
is now supplied in the form of the highly 
purified, heat-stable Crystalline Sodium Salt 
of Penicillin-C.S.C. 


Well Tolerated Subcutaneously 

In the crystalline state Penicillin Sodium-C.S.C. is so 
pure that it can be administered subcutaneously even 
in large doses with virtually no pain or danger of unto- 
ward reactions due to impurities. 


No Refrigeration Required 

Crystalline Penicillin Sodium-C.S.C. is so heat-stable 
that it can be kept at room temperatures, virtually in- 
definitely without losing its potency.* It can now be 
carried in the physician’s bag or stored on the phar- 
macy shelf. No longer need the physician wait until the 
patient can be hospitalized or until refrigerated peni- 
cillin can be obtained from the nearest depot. 


*CAUTION: Once in solution, however, penicillin still requires 
refrigeration. 


Crystalline Penicillin Sodium-C.S.C. is available in serum-type vials containing 100,000, 200,000, or 500,000 units. 
PHARMACEUTICAL DIVISION 


(COMMERCIAL SOLVENTS 


ACCEPTED 


MERIC, 
ASSN 


PENICILLIN 
SODIUM-C. S.C. 


Penicillin-C.S.C. is accepted 
“a 17 East 42nd Street Corporation 


CSC) 


by the Council on Pharmacy 
and Chemistry of the Amer- 
ican Medical Association 


Optimal Therapeutic Activity 

Because of its high potency per milligram, Crystalline 
Penicillin Sodium-C.S.C. exerts optimal therapeutic 
activity. A recent report shows the advantage of highly 
potent preparations.! 


Potency Clearly Stated on Label 

The high state of purification achieved in Crystalline 
Penicillin Sodium-C.S.C. is indicated by its high potency 
per milligram. The number of units per milligram is 
stated on each vial, thus enabling the physician to know 
the degree of purification of the penicillin he is using. 


1The potency of the penicillin undoubtedly affected the results. 
The first 15 patients, all treated with the same batch of penicillin, 
were cured. The next 7 patients were 
treated with the same dosage of a difter- 
ent batch of penicillin. Five of these 7 
were not cured. Assays of penicillin used 
for these 7 patients showed it to be of re- 
duced potency.’’ Trumper, M., and 
Thompson, G. J.: Prolonging the Effects 
of Penicillin by Chilling, J.A.M.A. 130: 
628 (March 9) 1946. 


New York 17, N. Y. 
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RECOGNITION 


i @ The highest recognition in the business world is repeat patronage. It’s 
Is like applause in the theatre or cheers on the gridiron. 

We are proud of the any customers we have served over a period 

1s of years. It’s great to get to know these folks better and better. 


We are proud, too, of the growing number of new customers who are 
im recommended to us. Our sincere thanks to our present patrons who are 
rie putting in a good word for us. We will try to merit the continued confi- 
dence of all who favor us with their patronage and loyal support. 


WILLIAM PERSKE 


Distributors of Medical, Dental and Hospital Equipment 


Charleston, South Carolina 


Telephone 7783 


10 Exchange Street 


) (GR 


ESTABLISHED I191f : RICHMOND, VIRGINIA 


! For the Treatment of Nervous and Mental Disorders ‘Or 

and Addictions to Alcohol and Drugs 
THE STAFF 

DEPT. FOR MEN DEPT. FOR WOMEN 

JAS. K. HALL, M.D. PAUL V. ANDERSON, M.D. 
ASSOCIATES 
0. 8. DARDEN, MD. EDWARD H. WILLIAMS, M.D, 
BANEST MH. ALDERMAN, MD. REX BLANKINGHIP, 
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As easyas... 


Perhaps not quite . . . but you will find it almost 
as simple as that to prepare for an injection of 

Abbott’s Romansky formula of penicillin calcium in 

oil and wax when you use a new B-D* Disposable 

Cartridge Syringe. No further sterilization of syringe and 

needle, no drying, and no danger of complications from 

traces of water. No difficulty of drawing the heavy suspension 

: from a bulk container and no wasted medicament. And, further- 
more, no bothersome cleaning of needle and syringe afterwards. 
Just throw them away. Each set consists of a disposable plastic syringe 
with an affixed standard 20-gauge, 11-inch stainless steel needle 
and a glass cartridge-plunger containing a ]-cc. dose of 300,000 
units of penicillin suspended in peanut oil and beeswax. It 

is complete, compact, easy to carry and ready for immedi- 

ate use. Always a new, sharp needle and an accurate 

dose. Supply sometimes doesn’t meet the heavy 

demand, but we’re making more sets every day. 

Assorr Lasoratories, North Chicago, Illinois 


*T. M. Reg. Becton, Dickinson & Co. 


Abhatts Penicillin in oi and 


FORMULA) 


‘ROMANS KY 
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They're Preserving! 


Your copies of the 
North Carolina Medical Journal 
of 1946 


Handsomely and durably bound, suitably inscribed, regular 
library style, into a single volume, they make a most important 


addition to your medical library. 


Check now, to be sure you have all copies up to date. At the 
end of the year, send them to us, postpaid, for binding. 


Should any of your copies be missing, we probably can furnish 
them, at 30 cents per copy. We suggest that you inquire imme- 
diately, though, as supplies for some months are limited. 


Penry-Aitchison Printing Company 
Postoffice Box 456 Winston-Salem 1, N. C. 
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TO EAT THIS FOOD! 


Children and adults, too, just naturally love Sealtest Ice 
Cream. And how fortunate that it is such a nourishing 
food. In addition to Vitamin “‘A”’ and calcium, Sealtest 
Ice Cream is rich in other vitamins, minerals and protein 
found in milk, and contains 10 important Amino acids. 
Our Government includes ice cream in one of the Basic-7 
food groups. 


THE MEASURE OF QUALITY 


Division of National Dairy Products Corporation 


Tune in the Sealtest Village Store, starring Jack Haley, 
Thursday Evenings, NBC 
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Sometimes you can break a good rule! 


{it’s usually a wise rule not to plan a chicken dinner 
before the eggs are hatched. 

But not always! 

If the “chicken dinner” represents your future, and 
the “eggs” are financial nest eggs—go ahead and plan! 

Especially if your nest eggs are U. S. Bonds—all the 
War Bonds you have bought—all the Savings Bonds you 
are buying. For your government guarantees that these 
will hatch out in just 10 years. 

Millions of Americans have found them the safest, 


surest way to save money . . . and they’ve proved that 
buying Bonds on the Payroll Savings Plan is the easiest 
way to pile up dollars that anyone ever thought of. 


So keep on buying Savings Bonds. Buy them at 
banks, post offices, or on the Payroll Plan. You'll be 
building real financial security for yourself, your family, 
and your business. 


Best of all, you can count your chickens before they’re 
hatched . . . plan exactly the kind of future you want, 
and get it! 


SAVE THE EASY WAY...BUY YOUR BONDS THROUGH PAYROLL SAVINGS 


ox 
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ACCEPTED 


(H. W. & D. brand of merbromin, 
dibromoxymercurifluorescein-sodium) 


Bm fq Extensive use of the Surgical 
A Solution of Mercurochrome 
a has demonstrated its value in 
preoperative skin disinfec- 
tion. Among the many advan- 
tages of this solution are: 

Solvents which permit the 
antiseptic to reach bacteria 
protected by fatty secretions 
or epithelial debris. 

Clear definition of treated 
areas. Rapid drying. 

Ease and economy of pre- 
paring stock solutions. 

Solutions keep indefinitely. 

The Surgical Solution may 
be prepared in the hospital or 
purchased ready to use. 

Mercurochrome is also sup- 
plied in Aqueous Solution, 
Powder and Tablets. 


HYNSON, WESTCOTT 
& DUNNING, INC. 


Baltimore 1, Maryland 


icort 


URINE-SUGAR TESTING 
made 
SIMPLE - SPEEDY - CONVENIENT 
with 


CLINITEST 


The Tablet, No Heating Method 


Simply drop one Clinitest Tablet into test tube con- 
taining proper amount of diluted urine. Allow time for 


reaction—compare with color scale. 


NOTE—NEW ATTACHMENT 
FOR ADDED CONVENIENCE 


The test tube clip now supplied with each pocket-size 
case enables the test tube to be hooked on to the out- 


side of case, as shown in illustration. 


This simple device provides an added convenience for 
the user—tube is maintained in an upright position, 
tube is held motionles: during reaction. 


FOR OFFICE USE: 
Clinitest Laboratory Outfit (No. 2108) 


FOR PATIENT USE: 
Clinitest Plastic Pocket-Size Set (No. 2106) 


Complete information upon request. 


AMES COMPANY, Inc. 
ELKHART, INDIANA 
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Cook County Graduate School of Medicine 
(In affiliation with COOK COUNTY HOSPITAL) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


cember 2, 
Four Weeks Course in General Surgery starting 
November 4. 
One Week Course in Thoracic Surgery starting 
November 25. 
GYNECOLOGY Two Weeks Intensive Course on 
dates to be announced. 
One Week Personal Course in Vaginal Approach 
to Pelvic Surgery starting November 25. 
MEDICINE -Two Weeks Intensive Course on dates 


to be announced. 


GENERAL, INTENSIVE AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, 
SURGERY AND THE SPECIALTIES 


Teaching Faculty—Attending Staff of 
Cook County Hospital 


Address: Registrar 
427 South Honore Street, Chicago 12, Illinois 


SURGERY--Two Weeks Intensive Course in Surgi- 


cal Technique starting November 18 and De- 


May We Serve You 
Doctor ? 


We have a depot for 
Parke, Davis & Company’s 
Biologicals 
Ampuls 


Surgical Dressings 


DRUG SPECIALTIES, INC. 
603 Nissen Bldg. Telephone 8661 
WINSTON-SALEM 3, N. C. 


Founded by 
W.C. ASHWORTH, 
M. D. 


1904 


are to be found. 


GLENWOOD PARK SANITARIUM 


GREENSBORO, 
North 


Carolina 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


C. R. RINER, M.D. 
Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


November, 1946 
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COUNCIL ACCEPTED 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 


relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 


Brand of theobromine-calcium salicylate, 
Trade Mark reg. U. S. Pat. Off, 


action, diminishes dyspnea and reduces edema. 


INDEX TO ADVERTISERS 


XLIII 
XLVII 
632 
Ayerst, McKenna & XII 
XXXVII 
XXX 
Burroughs, Wellcome Company.............. VII-XXIX 
S. H. Camp and Company.................................. XXXIX 
Charlotte Eye, Ear, and Throat Hospital....XXXVIII 
Ciba Pharmaceutical Products, Ince....... Insert & XVI 
XXXVIII 
Commercial Solvents Corp. XLI 
Cook County Graduate School of Medicine....XLVIII 
General Electric X-Ray Corp. .............0.....0.00....... XXV 
Glenwood Park Sanitarium XLVIII 
Charles C. Haskell and 
IX 
Hynson-Westcott & Dunning XLVII 
Inter-Ocean Casualty Company XXX 
Eli Lilly and Company ......................... Insert & XXVI 
XXXVI 
Mead Johnson & LII 
Parke, Davis and Company................................ II-L-LI 
XLII 


Physicians Casualty Association 


Physicians Health Association —.................... XXXII 
Ill 
Pine-Crest Sanitarium ................. XXI 
Powers and Anderson ............. XXIV 
R. J. Reynolds Tobacco Company.......................... XIX 
Saint Albans Sanatorium .................................... XXIV 
Schenley Laboratories, Inc. XX 
Schieffelin & Company XXXIV 
XXXIII 
XXVII 
Smith, Kline & French.................................. XV-XXXI 
XIII 
Thompson Homestead School 632 
XL 
United-Rexall Drug Company .............................. XVII 
U. 8. Standard XXIII 
XXXII 
Westbrook Sanatorium XLII 
Winchester Surgical Supply Company 

Winchester-Ritch Surgical Company .................. III 
Winthrop Chemical Company, Ine.....................-..- XIV 
World Insurance Company XXVIII 


For the Failing Heart of Middle Life 
Philip Morris & Company, Ltd., Ine.................... XXII 
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She CY, the fall, the champing teeth, the tonic and 
clonic contractures, the incontinence—all may yield to 

DILANTIN SODIUM. The E.E.G. can trace the pathologic brain wave, 
yet the epileptic may be spared his terrifying episodes. 
Powerfully anti-convulsant rather than dullingly hypnotic, 
DILANTIN SODIUM KAPSEALS* offer to the epileptic a sense of 
security and an opportunity to lead a more normal and useful life. 
DILANTIN SODIUM KAPSEALS —another product of revolutionary 
importance in the treatment of a specific disease; another of a 
long line of Parke-Davis preparations whose service to the 
profession created a dependable symbol of significance in medical 


therapeutics — MEDICAMENTA VERA. 


A 


DILANTIN SODIUM KAPSEALS 


(diphenylhydantoin sodium), containing 0.03 Gm. y 


(1% grain) and 0.1 Gm. (11% grains), are supplied in By) = 
bottles of 100, 500 and 1000. Individual dosage is %. > 
determined by the severity of the condition. 
*Trademark Reg. U.S. Pat. Off. 
ER” 
} 
PARhE, DAVIS & COMPANY - DETROIT 52, MICHIGAN 
a | 
+ 
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GIVEN ONLY INFANTS? 


ITAMIN D has been so successful in preventing rickets during in- 
fancy that there has been little emphasis on continuing its use after 


the second year. 


But now a careful histologic study has been made which reveals 

| a startlingly high incidence of rickets in children 2 to 14 years old. 

Follis, Jackson, Eliot, and Park* report that postmortem examina- 

1G tion of 230 children of this age group showed the total prevalence 
[3 of rickets to be 46.5%. 

Rachitic changes were present as late as the fourteenth year, and 

the incidence was higher among children dying from acute disease 


than in those dying of chronic disease. 


The authors conclude, ““We doubt if slight degrees of rickets, 
ie such as we found in many of our children, interfere with health 
ile. and development, but our studies as a whole afford reason to pro- 
long administration of vitamin D to the age limit of our study, the 
fourteenth year, and especially indicate the necessity to suspect and 
to take the necessary measures to guard against rickets in sick 
children.” 


*R.H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 


MEAD’S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol is a 
potent source of vitamins A and D, which is well taken by older children be- 
cause it can be given in small dosage or capsule form. This ease of adminis- 
tration favors continued year-round use, including periods of illness. 

MEAD’S Oleum Percomorphum furnishes 60,000 vitamin A units and 8,500 
vitainin D units per gram. Supplied in 10- and 50-cc. bottles and boxes of 48 
and 192 capsules. Ethicaliy marketed. 


_ MEAD JOHNSON & COMPANY, Evansville 21, Ind., U.S.A. 
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